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po the past year there has been a 
gradual and continued increase in 
the duties and responsibilities of the 
Health Department, particu- 


arly on the island of Oahu. During 
this period, primarily as the result of 
the national defense program, there 
was a rapid increase in the population 
on the island, requiring additional pub- 
lic health services, especially in en- 
vironmental sanitation, communicable 
disease control, food inspection, restau- 
rant sanitation, public health nursing, 
supervision of water supplies, and prob- 
lems relating to housing. A situation 
taxing the department beyond the point 
of efficiency existed and had been a 
cause for concern, even before the Pres- 
ident, on May 27, declared a state of 
national emergency. 

The Territorial legislature meeting in 
special session in October, 1941, recog- 
nized the acute needs of the health de- 
partment and provided five additional 
sanitary inspectors as we'l as addi- 
tional funds for the Tuberculosis Bureau 


of the health department. 


* Reprinted by permission from The Hawaii Health 
Messenger, Honolulu, T. H., 1, 6 (Dec.), 1941. 


Immediately following the President's 
declaration, the various departments of 
the federal government, already inter- 
ested in military and civilian health and 
becoming more concerned for increased 
protection and conservaticn of the na- 
tional health resources, urged expansion 
of public health services upon state and 
territorial health departments. 

Because of Hawaii’s distance from the 
mainland and the possible disruption of 
shipping, its military and naval impor- 
tance and its strategic location, the 
health department recognized not only 
the need for expanding its regular func- 
tions but also the necessity for preparing 
for any type of emergency. Plans for 
improving the organization were formu- 
lated. Bureau chiefs were instructed to 
order and keep on hand sufficient sup- 
plies for the effective operation of their 
respective divisions for a period of at 
least 6 months. Biologic supplies, cer- 
tain drugs necessary for emergency use, 
and laboratory supplies and equipment 
were recognized as especially important , 
items. Measures for the protection of 
water supplies and sewage disposal 
systems in the event of damage, espe- 
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cially on Oahu, were carefully consid- 
ered. Plans were evolved to provide a 
satisfactory sanitary inspection service 
under emergency situations. A course 
in first aid instruction was organized for 
the public health nursing force. It was 
anticipated that the nurses would be 
called upon for additional services dur- 
ing an emergency, including first aid 
work, bedside nursing care, and obstet- 
rical and delivery service. Plans were 
made for gearing up all public health 
services to meet the impending war 
emergency. 

When the Honolulu Disaster Council 
was organized, the Territorial Commis- 
sioner of Public Health was named 
chairman of a health and sanitation 
committee, composed of representatives 
of various related health, medical and 
welfare agencies. It was pointed out in 
the preliminary report by the committee 
that its functions would be practically 
identical with those normally carried on 
by the Board of Health, except for 
necessary expansion in specific activities 
to meet emergencies as they developed. 
It was recognized, in the event of war, 
that the problem would not be so much 
revising the type of service offered by 
the health department but extending 
its normal program and correlated serv- 
ices with those of the civil and military 
authorities and other agencies concerned 
with the promotion and conservation of 
health. 

Seven months after President Roose- 
velt’s declaration, Pearl Harbor was at- 
tacked by an enemy force. The first 
bombs were dropped on the island of 
Oahu just before eight o’clock, Sunday 
morning, December 7, and later that 
day martial law was established. The 
military governor asked that all depart- 
ments of the Territorial Government 
continue their special functions. 

Within an hour after the first bombs 
fell, the executive heads of the health 
department were in conference and 
plans and arrangements were made for 
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carrying out the various services which 
seemed to be required at the moment. 
An inventory was taken of the biologic 
supplies on hand at the health depart- 
ment and the various pharmaceutical 
supply houses in the city. All members 
of the health department on Oahu were 
placed immediately on 24 hour call. 
Day and night service was established 
at the office of the Board of Health and 
was maintained for a period of two 
weeks following the initial attack. 

A close liaison was established with 
the medical departments of the Army 
and Navy, the medical director of the 
first aid stations, the medical officer in 
charge of the Emergency Hospital, and 
municipal authorities, particularly those 
in charge of the water supplies, the sew- 
erage system and garbage collection. 
All were urged to utilize the facilities 
of the health department to the greatest 
possible extent. 

In order that appropriate measures 
for the prevention and control of com- 
municable diseases might be instituted 
at the earliest possible moment, instruc- 
tions were sent immediately to all 
physicians requesting the reporting of 
communicable diseases by telephone. 
Physicians were also requested to report 
all cases of illness suspected of being 
caused by contaminated food, milk, or 
water. This communication was fol- 
lowed by an order from the office of 
the military governor, directing physi- 
cians to comply with the request. A 
number of cases of acute gastroenteritis 
were reported. Epidemiological investi- 
gations and laboratory analyses were 
made. Most of the cases were traced to 
consumption of food which had been 
kept too long under improper re- 
frigeration. No unusual prevalence of 
communicable diseases occurred. 

After the attack, requests by hospitals 
and physicians in charge of first aid 
units were made for various essential 
biologic supplies. Prophylactic tetanus 
antitoxin was in particular demand. Re- 
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quests were excessive in some instances 
and physicians were advised to limit 
their requests to those immediately 
needed. 

An immunization station for inocula- 
tion against typhoid fever and vac- 
cination against smallpox was opened in 
the office of the Board of Health. 
Restaurant and general sanitary inspec- 
tion services were intensified. Food sup- 
plies were carefully checked. Dairy 
inspection service was augmented and 
every assistance given to insure a con- 
tinued supply of clean and wholesome 
milk and dairy products. 

During the first few days rumors were 
current that the water supply had been 
contaminated or poisoned, none of 
which, upon investigation and examina- 
tion, were found to be true. Water 
samples were immediately collected at 
various points throughout the city by 
Board of Health inspectors working in 
close codperation with the Board of 
Water Supply. Bacteriological, chem- 


ical, and physical analyses were made. 
A portable chlorinator and a supply of 
chlorine gas purchased for emergency 
use were available, but thus far have 


not been required. Fortunately, no 
damage to water or sewerage systems 
in civilian districts was sustained during 
the first attack, which was limited for 
the most part to military objectives. 
In view of the close proximity of 
residential districts to many military 
objectives, it became immediately neces- 
sary to evacute a large number of civil- 
ians and military dependents to sections 
of the island removed from the points 
of attack. One of the important serv- 
ices rendered by the nursing department 
was the health supervision at evacuee 
centers where large numbers were being 
housed in schools, churches, and other 
community buildings. A number of 
nurses reported to first aid stations and 
hospitals for emergency nursing services. 
Other nurses, particularly in rural dis- 
tricts, supervised the setting up of first 
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aid stations and the obtaining of 
necessary supplies for their operation. 

In order to make available additional 
beds in local hospitals for war casualties, 
it was necessary to evacuate certain 
patients for home care. Public health 
nurses were placed on call for bedside 
nursing care of these and other patients 
upon the request of a physician. Pri- 
vate physicians were notified that this 
service was available and were urged 
to utilize public health nurses when 
private nurses were not obtainable. 

In anticipation of possible difficulties 
of transportation and the need of hos- 
pital space for other purposes, the 
Bureau of Maternal and Child Health 
developed a plan to assist in the de- 
livery of prospective mothers in their 
homes. Delivery packs were prepared 
by the nursing division and made avail- 
able for use. Obstetrical services were 
rendered by the public health nursing 
force in a small number of instances. 

The general clinic program of the 
Bureau of Tuberculosis was somewhat 
curtailed. However, a number of spu- 
tum negative cases were discharged from 
the tuberculosis sanatorium on Oahu, 
and placed under the supervision of 
the outpatient clinics and public health 
nurses. 

The Bureau of Mental Hygiene re- 
ported that a number of individual cases 
had come to their attention who had 
been on civilian defense duty too long 
without rest. These cases were given 
general treatment. Other mental pa- 
tients who had become adjusted and 
discharged returned for treatment. 

The Bureau of Pure Food and Drugs 
made chemical analyses on water and 
food when contamination or chemical 
poisoning was suspected. 

Other administrative details requir- 
ing immediate attention were proper 
identification of all employees, including 
registration and finger printing, ration- 
ing gasoline for all cars used on official 
business, requisitioning gas masks, and 
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adjusting duties of personnel to care for 
vacancies caused by the induction of 
employees into the armed forces. 

Although the first attacks were di- 
rected solely on the island of Oahu, it 
is needless to say that the suspense on 
the outside islands was as great if not 
greater than on the island of Oahu. 
With the radio and other methods of 
communication suspended shortly after 
the engagement began, followed only by 
occasional brief instructions to the pub- 
lic, the outlying islands were isolated. 
It was impossible for the health depart- 
ment to obtain any information or to 
issue instructions to the outlying dis- 
tricts. It is noteworthy, however, that 
the health department’s representatives 
on each of the outer islands, cooperating 
with the Army and other officials, im- 
mediately took steps to protect the 
water and food supplies, strengthen the 
control of certain communicable dis- 
eases, and to utilize other public health 
services to the best advantage to meet 
local conditions. Extra biologic sup- 
plies and drugs were distributed to the 
several islands as soon as transportation 
became available. 
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The Territory of Hawaii will con- 
tinue to play an extremely important 
part in the prosecution of the present 
war. What new health hazards may 
arise cannot at present be foreseen. Al- 
though many health problems will be 
aggravated because of the war, others 
may become less acute. Certain gen- 
eral principles of public health and 
valuable experience already gained 
will guide health officials in this 
emergency. 

The Board of Health will continue 
to codperate closely with the military 
authorities and other governmental and 
private agencies in the protection of the 
public health. Every effort will be 
made to maintain and safeguard water 
supplies, milk, and other vital foods. 
Regulations for the control of commu- 
nicable diseases will be strictly enforced, 
lest abnormal conditions lead to the 
outbreak of an epidemic. Because of 
the important bearing of community 
health on morale, the health depart- 
ment through its various services will 
attempt to teach the public to make 
an intelligent adjustment to the current 
war emergency. 
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Stamp Out Gonorrhea Now! 
JOHN L. RICE, M.D., F.A.P.H.A. 


Commissioner of Health, City of New York, President, American Public 
Health Association 


ONORRHEA, next to the common 
cold, is estimated to be the most 
prevalent communicable disease. It is 
the cause of great disability among the 
armed forces as well as among industrial 
workers. If health departments and 
other public health agencies support a 
well conceived and expertly conducted 
anti-gonorrhea campaign with the en- 
thusiasm and determination that they 
brought to typhoid fever prevention, 
they can and should get comparable 
returns in the decrease of illness, in- 
crease in the number of man-hours 
available for production, and lives saved. 
Never until now has the public health 
officer been equipped to deal effectively 
with gonorrhea. Until the chemothera- 
peutic attack by the sulfonamides, he 
had no specific therapy for this disease. 
Gonorrhea, dependent for its cure on 
the dexterity of the physician, has in- 
deed been the “ stepchild ” of medicine. 
Past campaigns against the veneral dis- 
eases have of necessity been aimed al- 
most exclusively at syphilis.’ Against 
gonorrhea the health officer was armed 
with little more than a pious wish. 
Manual attack upon a virulent gono- 
coccus in the urethra or in the cervix 
was often meddlesome therapy and oral 
therapy was much the same as that at 
the beginning of the 19th century. 
Until recently the organization of a 
gonorrhea clinic necessitated expensive 
equipment, costly instruments, and a 
highly trained staff to carry out the 
delicate procedures deemed necessary. 
Specific chemotherapy has, in the great 
majority of cases, rendered obsolete all 


previous types of therapy. Sulfathiazole 
makes it possible for any practitioner or 
health officer, however remote from the 
laboratory, to control gonorrheal infec- 
tions. It is possible that other more 
efficient sulfonamide drugs may be de- 
veloped in the near future. One of these, 
sulfadiazine, is already in use, but has 
not been so thoroughly studied, nor is it 
so generally available, as sulfathiazole. 

Dr. Edward L. Keyes, writing from 
the viewpoint of the urologist, has said: 
“ The prime essential in the successful 
treatment of gonorrhea is to get the 
physician out of the urethra. If chemo- 
therapy has done no more than this, 
our patients would have much to be 
thankful for.” * 

But it has done far more than this. 
In sulfathiazole the physician and health 
officer have an almost ideal remedy 
wherewith to attack gonorrhea. Its 
forebear, sulfanilamide, when used for 
treating gonorrhea, produces in some 
instances toxic disturbances. Yet Dr. R. 
A. Vonderlehr, Assistant Surgeon Gen- 
eral of the U. S. Public Health Service, 
tells us that “only 200,000 tablets of 
this compound [sulfathiazole] were re- 
ported purchased and distributed by 
state health departments during the first 
half of the present [1941] fiscal year, as 
compared with three and one-quarter 
million sulfanilamide tablets.” * 

Health departments and public health 
workers must make use of the most effi- 
cient compound now available if they 
wish to stamp out gonorrhea. State, 
county, and city health departments 
will recognize that here is an oppor- 
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tunity they must press to the utmost. 
The war emergency presents an addi- 
tional reason. 

Sulfathiazole in appropriate dosage, 
0.5 gm., four times daily (serious injury 
may result if given in larger dosage) 
usually excites no toxic reaction and 
almost never causes the grave reactions 
with which sulfanilamide has made us 
familiar. Sulfathiazole after about ten 
days of treatment cures 85 to 90 per 
cent of gonorrhea cases, acute or chronic, 
regardless of age, sex, or race. The re- 
mainder of the uncured patients usually 
respond favorably to further treatment 
with the same medication.* 

An effective public health policy for 
the attack on gonorrhea is now for the 
first time practicable. We now have 


the power to stamp out gonorrhea. 
Enteric fever has been conquered with 


less. 
The “Stamp Out Gonorrhea Now ” 


campaign should emphasize, first, that 


the disease can be cured simply, effec- 
tively, and in a short time, and, sec- 
ondly (and of no less importance), that 
sources of infection and contacts can 
and must be followed up. Events of the 
past decade have developed in our 
people a new social conscience. 
Proper, adequate, well publicized fa- 
cilities should be provided in every 
community for the diagnosis and treat- 
ment of gonococcal infections for those 
unable to pay a private doctor. Those 
who can afford to pay should be urged 
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to seek the service of a private physi- 
cian. Health departments should as- 
sume leadership in providing the 
physicians of each community with 
up-to-date information on the modern 
diagnosis and treatment of gonorrheal 
infections. 

Public health agencies should not only 
recognize their new responsibilities in 
this field but should take immediate 
action to carry out their obligations. A 
well planned anti-gonorrhea campaign, 
similar to that against syphilis, is ap- 
plicable today and with prospects of 
even more immediate and impressive 


results. 
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Uniformity in Control of 


Communicable Diseases* 
HAVEN EMERSON, M.D., F.A.P.H.A. 


Professor of Public Health Emeritus in Residence, De Lamar Institute of Public 
Health, College of Physicians and Surgeons, Columbia University, New York, N.Y. 


A‘ the forty-third annual meeting of 
the American Public Health Asso- 
ciation and the fifteenth annual con- 
ference of sanitary officers of the State 
of New York at Rochester, N. Y., a 
symposium on the administrative con- 
trol of infectious diseases was held on 
September 10, 1915, under the joint 
auspices of the Section of Public Health 
Officials and the Department of Health 
of New York City. 

The impetus for such a conference on 
the oldest, best developed, most widely 
recognized and generally effective of the 
functions of civil health authority was 
an inquiry in person and by mail cor- 
respondence between the director of the 
Bureau of Preventable Diseases of the 
Department of Health of New York 
City and the late Dr. John S. Billings 
and officers of health of a considerable 
number if not all of the cities of 
100,000 population and over in the 
United States. 

This exchange of information as to 
the prevailing administrative policies 
and regulations intended for the control 
of the common acute communicable dis- 
eases revealed striking and inconsistent 
variations in such matters as notifica- 
tion, verification of diagnosis, placarding 
of premises, isolation and quarantine 
periods, terminal fumigation, disposal of 


* Read before the Health Officers Section of the 
American Public Health Association at the Seventieth 
— Meeting in Atlantic City, N. J., October 16, 
1941. 


the dead, and supervision of carriers. 
An effort seemed to be called for to 
determine an optimum or adequate pro- 
cedure which would at the same time 
be consistent with the facts established 
by the medical sciences, be acceptable 
to prevailing medical opinion, and be 
practicable of enforcement by educa- 
tional persuasion or the authority of 
sanitary codes. 

Ten papers were presented, six by 
officers of the Department of Health of 
New York City: Drs. John S. Billings, 
William H. Park (two), S. Josephine 
Baker, Robert J. Wilson and B. F. 
Knause, the other four by Drs. F. G. 
Curtis, Health Officer of West Newton, 
Mass.; A. J. Chesley of Minnesota State 
Department of Health then as now; 
C. S. Caverly, the State Health Officer 
of Vermont; and C. J. Hastings, the 
Health Officer of Toronto, Canada. 

As a result of the evidence and opin- 
ions expressed in the papers and dis- 
cussion that followed a committee of the 
Section on Public Health Administra- 
tion was appointed in October, 1916, to 
formulate Minimum Requirements for 
the Control of the Common Communi- 
cable Diseases. The first report of this 
committee was published in Public 
Health Reports, October 12, 1917, Vol. 
32, No. 41. The report as published 
was presented to the Section on Public 
Health Administration on October 19, 
1917, at the forty-fifth annual meeting 
of the Association in Washington. A 
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note in the program announced that 
“at least one hour will be given to 
discussion of the report.” 

At that time the nations within the 
scope of the A.P.H.A. were pressing 
every resource of materials and intelli- 
gence into the service of their armed 
forces. Nothing but the most effective 
and wise measures for health protection 
of the civilian population as for the 
Army and Navy was to be thought of. 
The discussion was active and vigorous, 
not to say violent, as one after another 
of the traditional but unsupported com- 
mon procedures was attacked and dis- 
carded by the committee. No essential 
changes were made in the report, which 
was approved by the Section and en- 
dorsed by the A.P.H.A. and the U. S. 
Public Health Service, and was made 
official for use by the Army Medical 
Corps in this country and in the A.E.F. 

The report did not do precisely what 
the committee was asked for. Instead of 
formulating minimum requirements for 
the control of the common communi- 
cable diseases, the committee presented 
a brief synopsis of the established facts 
concerning each notifiable communi- 
cable disease, acceptance of which would 
determine the procedures, rules, and 
regulations likely to prove useful in pre- 
vention or control of the respective dis- 
eases. The report put into the hands of 
the health board, council, or officer the 
facts upon which sanitary ordinances 
dealing with control of communicable 
diseases could be based, leaving it to 
local or state jurisdictions to phrase 
their regulations in ways consistent with 
the statutes or charter provisions of the 
various states and cities. 

On October 11, 1926, at a joint ses- 
sion of the Section on Public Health 
Administration and the Committee on 
Administrative Practice at the fifty-fifth 
annual meeting of the A.P.H.A. and the 
twenty-fifth annua! conference of New 
York State Health Officers at Buffalo, 
N. Y., the second report of the Com- 
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mittee on Communicable Disease Con- 
trol was presented and discussed at 
length. Such changes as were warranted 
by additions to our knowledge of the 
natural history of the notifiable com- 
municable diseases during the interven- 
ing ten years were incorporated in this 
report, which was again approved by 
the Section, by the Association and by 
the U. S. Public Health Service. This 
report was published in Public Health 
Reports, December 17, 1926, Vol. 41, 
No. 51. 

The third report of the committee, 
now under the auspices of the Associa- 
tion Committee on Research and Stand- 
ards, with still further changes to bring 
it up to date with the growing accuracy 
and completeness of medical and epi- 
demiological information, was published 
in Public Health Reports, August 9, 
1935, Vol. 50, No. 32, as approved by 
the A.P.H.A. and the U. S. Public 
Health Service. 

At the time of the 1940 meeting of 
the Association in Detroit, October, 
1940, a request was made by the Sur- 
geons General of the Army, Navy, and 
Public Health Service, and by the Amer- 
ican Medical Association for an im- 
mediate revision of the report to meet 
the medical needs of the defense effort 
of the nation. The committee’s fourth 
report prepared in October, 1940, was 
published as Reprint No. 1697 from the 
Public Health Reports in January, 1941, 
is now the official text of the A.P.H.A., 
and is in use by our armed forces and 
by the U. S. Public Health Service. 

You will I trust pardon the detail 
with which I have related the history 
of this effort on the part of our Associa- 
tion to make convenient and widely 
available the basic facts which must in 
any event determine the formal official 
administrative control of the notifiable 
communicable diseases, in view of the 
further information I now present. 

In 1939 on behalf of the Committee 
on Administrative Practice I studied the 
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procedures for communicable disease 
control in effect in 56 political units of 
the United States by correspondence 
with officers of state, insular, and terri- 
torial health jurisdictions, to learn the 
extent of their variance from or agree- 
ment with those approved by the Asso- 
ciation and the U. S. Public Health 
Service. Shortly thereafter I made a 
similar study of the procedures in effect 
in the 9 provincial health jurisdic- 
tions of the Dominion of Canada. The 
results of these two studies were pre- 
sented before the Conference of State 
and Provincial Health Authorities of 
North America on April 22, 1939, and 
the joint session of the Canadian Public 
Health Association and the Ontario 
Health Officers Association on June 12, 
1939, respectively, and these were pub- 
lished in the July, 1939, issues of the 
American Journal of Public Health and 
Canadian Public Health Journal respec- 
tively. Let me quote two short para- 
graphs from these communications. 

The inconsistencies between reasonably ex- 
act experience or observation of incubation 
and communicable periods of these notifiable 
diseases and much of the regulation of isola- 
tion and quarantine as implied or specified in 
the publications of state health authorities, 
and in the main obligatory upon the respec- 
tive subordinate hea'th jurisdictions of the 
states, appear to me to be so considerable in 
number and degree as to justify your 
attention. 


You will find more numerous, and often 
quite inexplicable inconsistencies between fact 
and application in the requirements of the 
states of the United States, than among the 
provinces of Canada, but it would appear that 
even in the latter there are expressions of 
legal authority too varied to carry conviction 
of their reasonableness or necessity in all 
instances. 


In recent months I have again made 
inquiries as to the extent to which regu- 
lations are consistent with established 
fact to meet the request of your Section 
Secretary that I present this subject for 
your consideration. It would appear 
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that there remain, or have been incor- 
porated in the sanitary regulations and 
public health laws of a considerable 
number of our states, requirements that 
contribute little if at all to the control 
of the communicable diseases in ques- 
tion, because they are based upon mis- 
information as to the natural history of. 
the disease in question. Furthermore 
there are frequent instances of differ- 
ences of health procedures within states, 
in cities, and other local jurisdictions 
which reveal a confusion in the minds of 
the respective health officers which can 
hardly have a favorable effect upon 
physicians and patients in these com- 
munities. 

About 15 of the states and several of 
the insular and territorial health juris- 
dictions operate under health laws and 
ordinances which include effective rules 
and regulations for communicable dis- 
ease control which are practically identi- 
cal or consistent with the procedures 
described in the current report of the 
committee. In most if not all of the 
other state, insular, and territorial health 
jurisdictions there are departures more 
or less marked from those which present- 
day knowledge of the communicable 
diseases would suggest as reasonable 
and sufficient. 

Without attempting the tedious and 
perhaps invidious process of criticism of 
particular states, it can be said now as 
at any time over the past twenty-five 
years that one or more of the following 
types of unsuitability characterize the 
control measures required for one or 
more of the communicable diseases in 
about two-thirds of the states: lack of 
notification of some disease for which 
modern standards of health service ap- 
pear to demand notification; placarding 
premises where cases of various com- 
municable diseases are reported, under 
circumstances that make observance of 
isolation or quarantine neither likely 
nor helpful in preventing secondary or 
subsequent related cases in the home of 
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the index case or elsewhere; failure to 
verify the diagnosis of certain impor- 
tant diseases by an expert clinician, by 
laboratory test or by both; requiring 
isolation periods for infected persons 
and quarantine periods for exposed sus- 
ceptibles which are significantly incon- 
sistent with the known periods of 
communicability and incubation of the 
particular disease; failing to provide for 
a consecutive sanitary supervision of 
carriers from the time of the clinical 
course of the disease, or the first dis- 
covery of a carrier state, until it can be 
shown that these persons are no longer 
spreaders of infection; use of fumigants 
for terminal disinfection of some of the 
bacterial and virus diseases. 

It would seem in the interest of re- 
spect for medical science and the au- 
thority of the health officer that there 
should be a general and nation-wide 
uniformity, first of information concern- 
ing the natural history of diseases sub- 
ject to sanitary control, and second, of 
procedures which involve questions of 
personal liberty and supervision of the 
home by the police power of the state. 

When one seeks to learn the reasons 
why in a given local community or state 
the regulations in effect for control of 
communicable diseases in some respects 
are at variance with those accepted by 
the A.P.H.A., and the three Surgeons 
General of the federal government, the 
usual answer is that local regulations 
are necessarily those issued by the de- 
partment of health of the state or are 
actually included in statute law enacted 
by the state legislature. The local health 
officer or his board of health only in 
exceptional conditions, such as those of 
cities operating under a charter from 
the state, can make their own regula- 
tions independent of those prevailing in 
the state as a whole. It rests primarily 
with the state health officer and his 
board or council to enact such sections 
of a sanitary code, or persuade the legis- 
lature to enact equivalent public health 
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laws which will be consistent with widely 
accepted professional opinion. If the 
state health officer does not accomplish 
periodic revision of sanitary regulation 
of communicable diseases to keep prac- 
tice abreast of the best recent knowledge 
of the medical sciences, two sources of 
political pressure can and should be 
brought to bear upon him or his board 
or council or the state legislature, 
namely, that of the organized medical 
profession of the state and county 
societies. 

It is expected that to keep pace with 
the advances of medical science, a re- 
vision of the report Control of Com- 
municable Diseases will have to be 
made at five year intervals, the next one 
in 1945. It should be a primary concern 
of each state health officer and of all 
independent health jurisdictions with re- 
sponsibility for enacting sanitary ordi- 
nances, rules, and regulations, to review 
their procedures for control of com- 
municable diseases now to make sure 
that these are consistent with the in- 
formation and advice of the latest report 
of the committee of the A.P.H.A. and to 
repeat this review and revision periodi- 
cally following the issue of new editions. 

Let me give you illustrations of the 
extent to which various state regulations 
conform to the recommended practice: 

New York and Connecticut are said 
to have the best state sanitary codes. 


OTHER STATES 

State A (Middle Atlantic) (July, 1941) 

Common variations from the best practice 
are an unnecessarily long period of isolation 
for scarlet fever (30 days or more instead of 
21 days) and a period of 10 days for quar- 
antine of susceptibles exposed to a case of 
scarlet fever instead of 7 days or less. An- 
other error is releasing typhoid fever patients 
without control tests of feces and urine for 
the typhoid bacillus. . Termination of isolation 
in typhoid fever, by recovery, death, or re- 
moval of patient is not safe and permits easy 
failure to detect convalescent and chronic car- 
rier states. There is widespread confusion in 
the use of the terms isolation and quarantine, 


=O... 

/ 


Vol. 32 


which, by the way, are not synonymous. 
Terminating isolation of a case of chicken pox 
on the basis of disappearance of all crusts 
has no scientific or practical basis in fact. The 
period of communicability is probably not 
more than 6 days after appearance of the 
first crop of vesicles, and certainly not more 
than 10 days, regardless of the date of 
disappearance of the scabs of skin lesions. 

In the state law quarantine of premises is 
confused with isolation of patients. 


State B (Mountain) 

Chicken pox isolated for 12 days after 
eruption and until primary crusts have fallen 
off. Concurrent disinfection includes boiling 
dishes and linen. Rigid enforcement of regu- 
lations is called for in cases and contacts of 
chicken pox. It is said that cases may spread 
the disease as long as crusts are present. 

Toys of chicken pox patients may be washed 
in lysol, dried in the sun, and kept out of 
circulation for 2 weeks, surely unnecessarily 
exacting. 

Measles is isolated 8 days after the appear- 
ance of the rash, although 5 days is known 
to be the period of communicability after the 
appearance of the rash. 

Non-immune children are isolated and kept 
under observation for 3 weeks, practice 
which is too severe and probably unjustified 
and unprodctive of protection. 

Whooping cough is isolated for 6 weeks 
from development of paroxysmal cough. The 
Report says 3 weeks is enough. 

Placarding of premises is called for where 
diarrhea of children occurs, and for chicken 
pox. 

Gaseous fumigation of room occupied by 
a patient with a contagious disease is re- 
quired where the case terminated in death 
or the patient was removed before recovery. 
If case recovers, clothing and upholstered 
furniture must be fumigated or sunned and 
aired for 2 days. In the Report fumigation 
is not advised except to destroy insect vectors. 


State C (West North Central) 

Chicken pox—Communicable 14 to 21 days 
until primary scabs have disappeared 
from skin and mucosae. Placarded. 
Quarantine until scars are completely 
healed, at least 12 days from eruption. 
Report recommends quite otherwise. 

Mumps—Isolate until 1 week after dis- 
appearance of swelling. Report says 
mumps is communicable no longer than 
the swelling of gland. 

Measles—Isolated for 7 days after appear- 
ance of rash. 

Scarlet fever—It is declared to be commu- 
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nicable 5 weeks from onset, and isolation 
is at least 28 days. 

Typhoid fever—Release on two negative 
stools. No mention of urine. 

Whooping cough — Communicability prob- 
ably lasts 2 weeks after the whoop. 
Isolation minimum of 42 days or 1 week 
after last paroxysmal cough or whoop. 
Strict isolation. Public funeral prohibited. 
Report says isolation of children over 2 
years of age is impracticable and in even 
those under 2 should not be insisted upon 
at the expense of fresh air in the open 
if weather permits. 


State D (West South Central) 

Quarantines scarlet fever, diphtheria, small- 
pox, epidemic cerebrospinal meningitis, an- 
terior poliomyelitis, whooping cough, measles, 
epidemic influenza, mumps and chicken pox. 

Placards typhoid, leprosy, acute pulmonary 
tuberculosis, venereal diseases (if treatment 
is refused by known prostitutes). Placarding 
not regarded as quarantine but merely as 
notice to the public. 

Scarlet fever—Quarantine of exposed sus- 

ceptibles for 10 days. 

Poliomyelitis—Isolation 3 weeks. Report 

says 2 weeks. Quarantine of exposed 
susceptibles 3 weeks. Report says 2 
weeks. Patient excluded from school and 
public gatherings 3 weeks after closing 
isolation. Report does not advise this. 

Whooping cough—Isolation until 1 week 

after cessation of whoop. (About 6 
weeks.) 

No mention of notification of pneumonia, 
or rabies, or trachoma. 


State E (West South Central) 

Includes pellagra and cancer among report- 
able communicable diseases. Requires insur- 
ance company agents (not specifying life 
insurance) to report communicable diseases. 

Meningococcus meningitis isolation required 
until 1 week after fever subsides. Report 
recommends 14 days after onset. 


State F (South Atlantic) 

Publishes as its Official Bulletin on Control 
of Communicable Diseases in 1938 the report 
of the A.P.H.A. committee for 1936 verbatim. 
Reprint 1697. Good practice and likely to be 
copied by some other states. 


It is suggested that in the interest of 
approximate uniformity of official pro- 
cedures for control of communicable 
diseases this Section, by appropriate 
resolution, recommend to state and local 
health officers the practical application 
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of the facts of medical knowledge upon 
the natural history of the usual notifi- 
able communicable diseases as these are 
expressed in the current report of the 
Committee on Control of Communicable 
Diseases, and that as this report is from 
time to time revised to include new 
facts applicable through administrative 
procedures and is thereafter approved 
by the A.P.H.A. and endorsed and pub- 
lished by the U. S. Public Health Serv- 
ice, all health officers modify their sani- 
tary ordinances, rules, and regulations 
accordingly, or use their official influence 
to obtain necessary action to the same 
end by the appropriate legislative body. 

Furthermore it is suggested that a 
continuing Section committee be ap- 
pointed to report from time to time the 
extent to which administrative pro- 
cedures have been made consistent with 
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the currently accepted and published 
facts as to the natural history of the 
notifiable communicable diseases. 

Consistency, uniformity, standardiza- 
tion are all qualities of official perform- 
ance which may either create a false 
sense of excellence, while in fact ex- 
pressing no more than a dull and lifeless 
habit or routine repetition of traditional 
methods, or may express the codperative 
competence of a body of officers of gov- 
ernment all equally alert to the neces- 
sity of constant adjustment of the au- 
thority of the law and the force of 
public education to the development of 
new knowledge, and prepared by their 
professional organizations to use the 
democratic methods of open discussion 
and representative committee work to 
keep their public services abreast of 
the facts. 


- 

| 

a 


Air Raid Medical Administration— 
Current British Practice’ 


HUNTINGTON WILLIAMS, M.D., Dr.P.H. 
Commissioner of Health, Baltimore, Md. 


T was a rare opportunity to be desig- 

nated by Mayor F. H. LaGuardia, 
U. S. Director of Civilian Defense, to 
serve as one of a group of consultants 
and to go on July 12 by clipper plane 
as a member of the American Civil De- 
fense Mission to study current British 
practice in the matter of air raid medi- 
cal administration. 

To fly the Atlantic at 8,000 feet, to 
set one’s watch from 9 p.m. to 2 a.m. 
in the flash of a second, to skim by at 
150 miles an hour alongside of huge 
inverted pyramidal cloud formations in 
three dimensions, standing on their 
points 500 feet high, and with a Grand 
Canyon in a cloudbank on the opposite 
side dipping down 2,000 feet toward a 
dark morocco-leather blue ocean, with 
its white caps like snowflakes, was 
surely a fitting introduction to the well 
known communities of old England that 
were just catching their breath after 
the horrible and destructive blitzing of 
last winter and last spring. 

There were six of us on the mission; 
two city engineers, two police chiefs, a 
housing and buildings commissioner, 
and a medical man; each assigned the 
task of studying the most recent devel- 
opments in this new and unheard-of 
type of warfare that may come almost 
without warning to anyone’s front door- 
Step or office building, including yours 
or mine. As Mr. LaGuardia has pointed 
out in quoting from an official bulletin 


* Read before a General Session of the American 
Public Health Association at the Seventieth Annual 
Meeting in Atlantic City, N. J., October 17, 1941. 


issued in England in 1938, just prior to 
the beginning of hostilities: 

The need for . . . (these measures for safe- 
guarding the civilian population) is not related 
to any belief that war is imminent. It arises 
from the fact that the risk of attack from the 
air, however remote it may be, is a risk that 
cannot be ignored, and because preparations 
to minimize the consequences of attack from 
the air cannot be improvised on the spur of 
the moment but must be made, if they are to 
be effective, in time of peace. 


From Mayor LaGuardia to Ambas- 
sador Winant to Sir Herbert Morrison, 
Minister of Home Security at White- 
hall, was a rapid and pleasant transi- 
tion. Mr. Morrison, a man not unlike 
Mr. LaGuardia in temperament, pre- 
sides over what would perhaps be our 
Department of Interior with certain 
added functions, particularly the na- 
tional and local police and a large part 
of the air raid first aid medical services. 
Other related work, especially the emer- 
gency hospital program for the care and 
treatment of air raid casualties, belongs 
within the scope of the neighboring 
Ministry of Health, close by, indeed 
next door at Whitehall, under the 
shadow of the cenotaph that commemo- 
rates the dead of the last World War. 

Mr. Morrison turned us over to Wing 
Commander John Hodsoll who, since 
long before Munich and Dunkirk, was 
assigned to. captain what has developed 
into the most marvelous civilian army 
that defends the home front and cares 
for the wounded during and after the 
blitz. Hodsoll, the best type of British 
civil servant, conscientious, patient, and 
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kindly, introduced us into the intricacies 
of the Air Raid Precautions Depart- 
ment (known in England as the A.R.P.) 
in the Ministry of Home Security. This 
corresponds to what is now being built 
up in this country under the term Civil- 
ian Defense. Hodsoil described care- 
fully that a blitz was aimed to destroy 
the morale of the people and that the 
work in civilian defense is primarily 
to preserve and enhance the people’s 
morale. All of the A.R.P. services are 
aimed at supplying, as promptly as pos- 
sible, the human needs of the victims 
of the blitz. These needs, of course, 
include medical needs, such as first aid, 
ambulance and hospital services. They 
take their place side by side with the 
work of the air raid wardens, the police 
and fire and rescue and gas decontami- 
nation and billeting officials and trained 
workers, and in close collaboration with 
a multitude of allied A.R.P. personnel, 
some full-time, some part-time, some 
paid and some volunteer, who man the 
report centers and the control centers 
and the roof watching points and the 
community and industrial blackout 
services; all in the vast British A.R.P. 
army. 

In carefully printed detail the U. S. 
Office of Civilian Defense in W ashing- 
ton had already secured the experience 
of the British officials and it was our 
duty to review this work on the spot 
and with an eye to most recent modifi- 
cations and developments in selected 
special fields. There was practically 
no bombing in England during our 
month in that country; so what we saw 
was prior destruction and the tired 
army of civilian defenders getting their 
breath, keeping in practice, recruiting 
their strength, and preparing for future 
onslaught. We were all struck with the 
superb morale and ability “ to take it ” 
of the British people, with their oft- 
repeated expressions of gratitude for the 
essential assistance they were receiving 
from the United States, and their bull- 
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dogged insistence on the rightness of 
their cause and their certainty that 
together we would win. 

While other members of the mission 
were busy in Scotland Yard or study- 
ing communal and individual shelters 
against the blitz, and the engineering 
problems of “protecting” basement 
quarters for sleeping and housing the 
A.R.P. army, and the reénforcing of 
basement hospital operating rooms and 
allied report and control telephone cen- 
ters and lines of communications, as 
well as the questions of the water mains 
and sewer lines, gas and electric com- 
munity and regional utility services, I 
slowly absorbed the differences between 
such items as a First Aid Party, a First 
Aid Post, a First Aid Depot, and a 
First Aid Point. Besides these, atten- 
tion was given to the duties of the 
Stretcher Party, the Ambulance Party, 
the Rescue Party, and the work of the 
Incident Officer, the work of the Inci- 
dent Doctor and the other medical units 
that fight in this backyard trench of a 
modern blitz war.* 

The very choice of the word “ Inci- 
dent,” which is the official designation 
carefully selected when reference is 
made to the site of a “ bombing ” shows 
the pains with which the psychology of 
the problem of preserving civilian 
morale has been approached in Eng- 
land. The First Aid Party, of course, 
is a group of four trained workers under 
a trained leader, whose task it is to 
render first aid treatment either at the 
incident or at a First Aid Post, which 
is a carefully prepared and “ protected 7 
spot where the wounded ‘may be taken 
by the Rescue Party or by a Stretcher 
Party. The First Aid Depot is where 
the First Aid Party sleeps and rests 
to recover from its fatigue; for we must 
not forget that London underwent at 


* For a good description of the blitz from the human 
side (the A.R.P. workers and the victims), see a 
recent volume entitled “ Digging for Mrs. Miller” by 
John Strachey, a n air raid warden. Random 
House, publisher, New York, pp. 150, $1.25. 
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least sixty continuous nights of bomb- 
ing, and all the A.R.P. personnel must 
have places where they can recuperate 
and sleep. And then the First Aid 
Point was finally discovered and identi- 
fied as a rural First Aid Post, at a cross- 
roads farm or store where one could find 
a trained worker with some bandages 
and a stretcher and a telephone in case 
of need, so that an ambulance might be 
called to take a casualty to the nearest 
hospital. 

One of the more recent developments 
in the First Aid service is what is known 
as the “Incident Doctor,” usually a 
man in private practice called by the 
air raid warden from a roster to circu- 
late in his district from place to place 
where there may be wounded persons 
at an incident. He leaves a nurse or 


nurse’s aide at different strategic points 
and makes his rounds, encouraging 
those who have not yet been taken in 
ambulances to rest centers or hospitals. 


We were told that such a medical man 
was invaluable in enhancing the morale 
of the wounded. 

In the Ministry of Health, Professor 
Fraser, Chief of the entire emergency 
medical service, and Chief Medical Offi- 
cer Sir Wilson Jameson, were extremely 
gracious in supplying the most recent 
printed and circular directions and 
instructions for the medical services 
associated with the blitz. These in large 
number have been brought to Dr. 
George Baehr, Chief Medical! Officer of 
the U. S. Office of Civilian Defense, for 
his use in planning for similar services 
in this country. 

Professor Fraser pointed out that the 
first essential in organizing emergency 
medical services for civilian defense was 
that these should be thoroughly elastic 
so as to be able to meet unexpected 
needs. He described the superb nation- 
wide acceptance of the theory of mutual 
aid, where one community comes to the 
assistance of another when the latter 
has more of a blitz than it can handle, 
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or one portion of a community comes 
to the assistance of another portion, in 
prompt response to telephone requests. 
He described the difficulties of evacuat- 
ing children from families in cities out 
into rural areas, and indicated that the 
last word had not been said on policies 
of this kind, most difficult indeed of 
determination. He made it possible for 
us to study the organization of the com- 
plicated ambulance service, including 
ambulance trains such as those capable 
of taking wounded armies from the 
coast after Dunkirk, and the ambulance 
busses like our Greyhound busses in 
large numbers, reconditioned for special 
inter-hospital stretcher service, and then 
the use of ordinary trucks or motors 
equipped for ambulance duty. Through 
his kindness it was possible to see the 
organization of one of the great hospital 
sectors which serves London. This 
included a detailed review of the prob- 
lems of evacuating hospital beds from 
the center of a great metropolis out- 
ward into the rural country by stages 
over a distance up to fifty miles; with 
the transformation of peacetime hospital 
administration so that government and 
volunteer hospitals were unified under 
a single Sector Chief, operating by a 
telephone control service. Such sector 
arrangements weld together as many 
as thirty institutions to meet the needs 
of the blitz. A visit was paid to a large 
mental hospital that had been trans- 
formed into an even larger surgical 
casualty receiving hospital in a rural 
area, and to another large rural hospital 
that had been “ upgraded ” by the addi- 
tion of about ten fairly large wooden 
bungalow shack wards that were neces- 
sary to meet the special needs of the 
blitz. And we learned of the great 
difficulty in securing needed staff and 
equipment for hospital and other related 
services. 

It was possible for us to study these 
intricate problems of civil defense not 
only in the great metropolis of London, 
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but also in other smaller cities north 
and south and in rural areas where the 
blitz had left its mark of destruction 
and where we found the A.R.P. army 
training and practising for future en- 
counters with the enemy. In some we 
saw large hospitals razed to the ground, 
and warehouses, business areas, and the 
homes of the working people all bearing 
mute testimony to this new and terrible 
method of attack. 

The first aid and nursing and medi- 
cal and ambulance personnel in the 
A.R.P. army were, to a large degree, 
on a part-time basis and on part-time 
pay. Some physicians received annual 
salaries and some were paid on a fee 
basis. There was a skeleton corps of 
full-time workers on full pay and a large 
number of non-paid volunteers. The 
costs, for the mest part, were borne by 
the national government through grants 
in aid to the local authorities. The 
satisfactory relationships existing be- 
tween the Home Office in Whitehall 
(through the regional directors) and the 
local authorities was most gratifying to 
observe. Then too, the use by the na- 
tional government of the best brains 
for research study at a special labora- 
tory near Oxford was indeed heartening 
and profitable. The determinations of 
medical significance affecting A.R.P. 
policies were being placed by this lab- 
oratory at the disposal of the Ministries 
in London, as well as being made avail- 
able to the national medical research 
councils of the United States and 
Canada. 

As a health officer it was a bit dis- 
tressing to me to notice that this great 
task of administering the local emer- 
gency medical and hospital services for 
the current war was often assigned to 
the medical officer of health of the com- 
munity. In England it appears to have 
been customary to overload local health 
departments with administrative cares 
and duties such as hospital administra- 
tion and medical care and other such 
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work so that the essential preventive 
duties of a health department, for which 
it was originally created, are to some 
degree starved by lack of available time 
and attention and budgets. Here in the 
matter of medical and other A.RP. 
services for civilian defense in a blitz 
war, this pattern has again been fre- 
quently followed with an unfortunate 
decrease of health officer attention to 
many primary duties and responsibili- 
ties. The result is, in part, large num- 
bers of children and others unprotected 
against smallpox and diphtheria, large 
volumes of unpasteurized milk in urban 
communities, little or no industrial hy- 
giene as health department work, and 
syphilis and tuberculosis far from where 
they could be so far as adequate com- 
munity control is concerned. It would 
seem unfortunate if we did not learn, 
in this country, something of value from 
these lessons. 

Dr. Jameson and Dr. Parran and Dr. 
Eliot have discussed the great problems 
of fatigue and nutrition and communi- 
cable disease control in the public health 
picture of Great Britain during this war, 
and have included the matter of govern- 
ment subsidies for milk and the national 
wheatmeal loaf of bread containing the 
entire vitamin B complex. Because 
such subjects have already been cov- 
ered, these remarks must limit them- 
selves to the matter of air raid medical 
administration. 

No discussion of this type would be 
complete without some comment on 
superb service rendered by the women 
in England during the blitz war. In all 
capacities they serve side by side with 
the fighting forces and with the civilian 
defense army. In an address to a large 
gathering of the latter held in London 
last July, Sir Ernest Gowers, one of the 
metropolitan leaders in A.R.P. work, 
included the following tribute which I 
should like to share with you: 

. . - 1 do not like, on occasions such as this, 
to pick out any classes or services for special 
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mention. All alike have shown the same quali- 
ties: London’s debt is to all alike. But I must 
make one exception to this rule. I must pay 
a special tribute to the women. Their part in 
the battle has been one that is new for women, 
one for which women used not to be thought 
fitted—that of sharing with men the dangers 
ind terrors of the front line. You all know 
the immortal laurels their heroism has won. 
I was talking, for instance, only yesterday, to a 
Chief Officer of one of our outer Fire Brigades 
for whom the outstanding recollection of one 
of our worst fires will always be the behaviour 
of the girls in the mobile canteen. “ My God,” 
he said, “they were magnificent. They kept 
in the thick of the fires; the bombs were 
failing all round them all night, but they 
never turned a hair, and always had a joke 
and a cheery word for our chaps.” But there 
are, I expect, few of you who could not give 
testimony from what you have yourselves 
seen many a time. Women have shattered 
once and for all the curious but persistent 
illusion of us men that they are less brave 
than we are, and have placed us in the 
humiliating position of no longer being able 
to claim that we are superior to them in any 
respect... . 


A personal greeting that i am also 
most happy to bring to you, the public 
health workers in the United States, 
is one sent you by Sir Arthur News- 
holme, the veteran leader and teacher 
of public health in England and Amer- 
ica. I spent a weekend with him under 
special government permit in a war zone 
area on the southern coast of England, 
and he asked me to tell all his friends 
in America that he thinks of them fre- 
quently and wished to send them all 
his very best wishes. . 

Through Dr. John Grant, a classmate 
friend back in the early days at the 
School of Hygiene in Baltimore, I was 
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guided to a most interesting organiza- 
tion known as P E P (Political and 
Economic Planning) located close by 
the Houses of Parliament in London. 
This association and its monthly bulle- 
tin entitled “ Planning” * reflect per- 
haps the best thought for the future 
among the statesmen and thinkers of 
Great Britain. Issues of “ Planning ” 


have been devoted to “ London Under 
Bombing” (February 17, 1941) and 
“Health in War Time” (April 29, 
1941), and those whom I met in this 
worth while organization had this to 
say of the future of their country 


The resistance to the best way is gone. 

A selfcritical system is good. 

There is an acceptance of change. 

There is a great impetus given to the dis- 
covery of a better way. 

In the past the government was criticised 
for doing something, now it is criticised 
for not doing something. 

There are great promises of future changes. 

Everything at the present is in a fluid state. 


And now the American Civilian De- 
fense Mission must hurry home. It 
takes a land plane from the United 
Kingdom to Lisbon, it breakfasts there 
on August 16, and finds itself at La- 
Guardia Field in New York at 3 p.m. 
the next afternoon, and that with two 
hours out at the Azores and two hours 
again at Bermuda. It then reports to 
the Director and to the Chief Medical 
Officer of the Office of Civilian Defense 
in Washington. 


* Annual subscription £1 a year. The Editor of 
“ Planning,” PEP, 16 Queen Anne's Gate, London 
S.W. 1, England. 
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Silicosis and Other 
Health Problems of Metal Miners * 


WALDEMAR C. DREESSEN, M.D., RICHARD T. PAGE, 
F.A.P.H.A., ann HUGH P. BRINTON, Pu.D. 
Passed Assistant Surgeon, Assistant Sanitary Engineer, and Associate Statistician, 


Division of Industrial Hygiene, National Institute of Health, 
U.S. Public Health Service, Bethesda, Md. 


ILICOSIS and other forms of occu- 

pational diseases have long been 
known to occur among workers en- 
gaged in the mining of nonferrous 
metal ores. It is interesting to note 
that even as early as 1900 cases of 
silicosis, designated chalicosis pulmonum 
or chronic interstitial pneumonia, were 
described among Utah and Nevada 
metal mine workers.' Investigations 
near Joplin, Mo., in 1914 by the U. S. 
Bureau of Mines in codperation with 
the U. S. Public Health Service indi- 
cated a serious problem of pulmonary 
disease among metal mine workers in 
that area.*** Subsequent investiga- 
tions suggested a silicosis prevalence of 
20 to 25 per cent among mine workers 
in this same region.* 

The present report is based on a 
study of three representative metal 
mines in the State of Utah, which was 
made in 1939 by the U. S. Public 
Health Service in codperation with the 
State Board of Health and the State 
Industrial Commission.» The imme- 
diate purpose of the investigation, of 
which this study forms a part, was 
to evaluate the various factors bearing 
on the health of Utah industrial work- 
ers, in order to secure information 


* Read before the Industrial Hygiene Section of the 
American Public Health Association at the Seventieth 
Annual Meeting in Atlantic City, N. J., October 15, 
1941. 


which could be used as a guide in draft- 
ing legislation for the compensation of 
injury to health resulting from the 
exposure to occupational disease haz- 
ards. The long range objective was to 
suggest the measures necessary for the 
control and prevention of the health 
hazards which were found. Occupa- 
tional and medical histories and phys- 
ical and roentgenological examinations 
were made on 783 metal mine workers 
(90 per cent of the workers in these 
mines). Engineering studies were car- 
ried out in each mine to determine the 
environmental factors which might have 
a bearing on the health of workers 
engaged in specific occupations. 


ENGINEERING FINDINGS 

All the establishments studied were 
underground mines extracting lead- 
copper or lead-silver ores, in which gold 
and zinc occasionally occurred in suffi- 
cient amounts to be considered as sup- 
plementary ores. They were selected 
to be representative of mining condi- 
tions which were cold and wet, hot and 
dry, and intermediate. 

The principal factors to be consid- 
ered in evaluating the hazard of dust 
inhalation were the nature and con- 
centration of the dust in question, and 
the duration of exposure. In the engi- 
neering study it was found that under- 
ground metal mine workers were usually 
exposed to dusts containing between 20 
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TaBLe 1 
Silica Content of Dusts in Three Metal Mines 


Number 


Per cent Total Silica 
— ™“ 


Per cent Free Silica 


Maximum 


62.1 
58.7 
99.0 
75.7 


of 
Location Sam ples 
Ore milling processes *. . . 12 
Mine airways 
Mine development 
Stoping (ore breaking). . 


Minimum 


Maximum Minimum Average 
43.0 18.7 
37.0 22.6 
99.0 41.3 
45.0 23.4 


Average 
31.8 
43.6 
57.9 
54.4 


9.5 
23.9 
24.1 
32.3 


* Eight of these samples were collected in ore sampling mills, bucking rooms, and crushing mills operated 


in conjunction with concentration mills or smelters. 


and 40 per cent free silica (Table 1). 
Since most persons had worked in vari- 
ous locations in the mines where the 
rock encountered varied from silica-free 
limestone to nearly pure quartzite, it 
was possible that at times they had 
been exposed to atmospheric dusts hav- 
ing a much higher free silica content. 

Particle size determinations showed 
that the dust suspended in the atmos- 
pheres of the three mines had a median 
diameter of 0.9 micron and that more 
than 96 per cent of the particles were 
of a size which might readily reach the 
smallest air sacs in the lungs. 

Results of the determinations of the 
average dust exposure in certain of the 
more important occupations show that 
the underground occupations of miners, 
muckers, hoistmen, tool nippers, chute 
tenders, and timbermen, and the sur- 
face occupations of ore dumpers and 
buckers, have the highest concentrations 
of dust. In none of these does the 
weighted average dust exposure exceed 
58 million particles per cu. ft. of air, 
whereas the numerically most important 
occupational group, representing 45 per 
cent of all metal mine workers, namely 
miners and muckers, showed a weighted 
average dust exposure of 23.1 million 
particles based on 139 samples. Ap- 
proximately 86 per cent of all metal 
mine workers were found to be exposed 
to average dust concentrations of be- 
tween 6 and 30 million particles per 
cu. ft. About 12 per cent were exposed 
to less than 6 million particles. High 


dust exposures were usually associated 
with the drilling, breaking, and handling 
of ore. Ventilation with dust contami- 
nated air in some stopes also contrib- 
uted to the high dust concentrations 
encountered in these stopes. 

Studies of ventilation and humidity 
were carried out, and exposure to vari- 
ous gases such as sulfur dioxide, carbon 
dioxide, carbon monoxide, hydrogen sul- 
fide, methane, and others, was deter- 
mined. It was found that toxic gases 
or atmospheres deficient in oxygen were 
present at times, but that such condi- 
tions were of a temporary nature so 
long as adequate ventilation was main- 
tained. Accidents from this cause could 
be prevented by constant supervision 
and inspection of all working places. 
Extremely high and low temperatures 
(Table 2), rapid temperature changes, 
dusts of toxic metals, poor illumination, 
and inadequate sanitary facilities in the 
mines and in the surrounding communi- 
ties were found to be potentially harm- 
ful to health in some instances. 

A limited number of atmospheric 
sdmples which were analyzed for lead 
content showed that the workers in face 
operations and skip loading had an 
average exposure to about 3.7 mg. per 
10 cu. m. of air, while other under- 
ground operators had an exposure to 
only 0.2 mg. per 10 cu. m. The high 
exposure of a lathe operator in a surface 
machine shop who was using a white 
lead cutting compound for machining 
threads is of special significance due to 
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TABLE 2 
Psychrometric Observations in Three Metal Mines 


Dry Bulb Relative Air Effective 
Mine Temperature Humidity Velocity Temperature 
(° F.) ‘per cent) (Jt. per min.) (° F.) 
Mine 1 
46 97 190 46 
43 66 20 37 
Mine 2 
71 99 105 71 
60 86 20 56 
Mine 3 
99 96 750 94 
78 40 25 65 
the use of this process in defense indus- Examples of good mining practice 


tries, although it was an intermittent with regard to the control of the prin- 
and nonsignificant exposure in the case cipal sources of dust indicated that the 
presented. dust hazard could be greatly lessened 


TABLe 3 


Atmospheric Lead Concentrations to Which Workers Are Exposed in Three Metal Mines 


Lead Exposure, in Milligrams of 
Number Lead per 10 Cubic Meters of Air 


of 
Operation Samples Maximum Minimum Average 
Face operations and skip loading...... 24 13.5 <0.1 3.7 
Other underground operations......... 8* 1.0 <0.1 0.2 
Special surface operations }........... 1 ode eee 6.5 


* Includes 4 samples collected in main haulageways and air returns with electrostatic precipitator. 
t Sample collected beside lathe operator using white lead cutting compound while machining threads. 


TABLE 4 


The Effect of Good and Poor Practice on the Dust Concentrations to Which Metal 
Mine Workers Are Exposed 
Dust Concentration 
Million Particles 
per Cubic Foot of Air 


~ 


Good Poor 


Operation Practice Practice Remarks 
Hand mucking: 

Wet stope ....... 2 10 Lower concentration due to thorough wetting 
of muck pile and good ventilation. 

Dry stope ....... 5 105 Lower concentration due to thorough wetting 
of muck pile and adequate supply of fresh, 
clean air. 

Mechanical mucking .. 3 142 High concentration due to dry mucking and 
supply of air from active stope. 
eee er 6 43 Amount of water, state of repair of drill, and 
ventilation affect dust concentration. 
33-80 Local exhaust ventilation system as operated 
was insufficient. Respirator necessary. 
General air supply... . 0.7 6-10 Effect of spray collectors and settling chambers 


in decreasing dust concentration. 


£ 
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by the proper use of present control 
measures such as wet methods, adequate 
ventilation, air cleaners or settling 


chambers, and local exhaust ventilation. 


MEDICAL FINDINGS 

The medical study of nonferrous 
metal mine workers included 783 per- 
sons, representing slightly less than one- 
fourth of the total number employed 
in this ‘ndustry in the State of Utah 
as reported by the United States Census 
of 1930. All were males and nearly all 
were either native or foreign born 
whites. The age distribution of the 
group studied was similar to that shown 
in the Census for all Utah metal mine 
workers. 

A detailed analysis was made of the 
medical examination findings for the 
727 workers whose entire experience in 
a dusty trade had been in metal mines. 
The remaining 56 persons kad pre- 
viously worked for more than 2 years 
in a dusty trade other than metal mines; 
hence, their physical condition at the 
time of the examination could not be 
attributed entirely to experience in one 
industry. 

The principal occupational disease 
found among these 727 metal mine 
workers was silicosis. As in previous 
studies made by the U. S. Public Health 
Service, as well as studies by other 
investigators, certain symptoms were 
observed more frequently in persons 
with silicosis. These included, in de- 
scending order of importance, dyspnea, 
frequent cough, productive cough, chest 
pain, and weakness. Seldom did all of 
these occur in any individual worker, 
but they often appeared in two’s and 
three’s, and in combination with other 
less frequent complaints. 

Incidence of silicosis—The incidence 
of silicosis among workers in the metal 
mines is related both to the length of 
their employment in that industry and 
to the average dust concentration to 
which they have presumably been ex- 
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posed during all their working years in 
metal mines. Table 5 and Figure | 
show the result of grouping the metal 
mine workers according to weighted 
average dust concentration in arbitrary 
intervals of 6 million particles per cu. ft. 
of air. It will be observed that among 
the workers studied there were 66 cases, 
or 9.1 per cent, affected with silicosis. 
Of these cases 42 were first-stage and 
24 were second-stage silicosis. No third- 
stage cases were observed. Forty-two 
others were considered as_ borderline 
silicosis. 

There were only 3 cases of silicosis 
among the 137 persons who had been 
exposed, while employed in the non- 
ferrous metal mining industry, to an 
average dust concentration of less than 
10 million particles per cu. ft. of air. 
Each of these 3 persons had worked 17 
or more years in metal mines and prob- 
ably had been exposed to much higher 
dust concentrations during certain peri- 
ods in the past. Seventeen per cent of 
the 187 persons exposed to average dust 
concentrations of 24.0 million particles 
and over were diagnosed as silicotic. 
When years employed in metal mines, 
as well as dust concentration, are con- 


Ficure 1—Relation of average dust concen- 
tration and duration of employment in the 
metal mines to the percentage of workers 
found to have silicosis (first- and second- 


stage). 
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TABLE 5 


Number and Per Cent of Metal Mine Workers with Silicosis According to Years Employed 
in Metal Mines and Dust Concentration 


Years Employed | 
in Metal Mines 
Dust Concentration, —— 
Million Particles Less 20 and 
per Cubic Foot Total Than10 10-19 Over 
[Number 39 17 11 11 
0 - 5.9 Number with silicosis .......... 0 0 0 0 
\Per cent with silicosis........... 
(Number exposed ............... 98 44 36 18 
6.0-11.9 «Number with silicosis .......... 3 0 1 2 
|Per cent with silicosis.......... 3.1 ax 2.8 11.1 
Number exposed .. ...........- 115 51 43 21 
12.0-17.9 7 0 3 
|Per cent with silicosis.......... 6.1 - 7.0 19.0 
18.0-23.9 ; Number with silicosis .......... a 1 11 10 
|Per cent with silicosis.......... 8.1 0.5 19.6 37.0 
{Number exposed .. ........-.-- 187 89 76 22 
24.0 and over {Number with silicosis .......... 32 3 14 15 
|Per cent with silicosis.......... 17.1 3.4 18.4 68.2 
All dust 727 394 228 105 
a ‘ Number with silicosis .......... 66 4 30 32 
concentrations A 
|Per cent with silicosis.......... 9.1 1.0 683.2 


* Includes 2 cases of silicosis among 16 workers with unknown dust concentration. 


sidered, the prevalence ‘of silicosis is 
greatly increased, reaching 37 per cent 
among those with 20 or more years’ 
experience in an average dust concen- 
tration of 18.0 to 23.9 million particles 
and 68 per cent of those with 20 or 
more years’ experience in an average 
dust concentration of 24 million par- 
ticles and over (Figure 1). 

Fourteen cases of silicosis, 5 of them 
with nodular lung-field markings were 
found among workers with less than 15 
years’ exposure. Comparatively little 
dry drilling has been done in Utah dur- 
ing the last 15 years. Yet, if one takes 
into consideration the dust counts ob- 
served during the environmental study, 
it is apparent that the control methods 
in present use are insufficient to prevent 
silicosis. However, if the dust concen- 
tration is kept below 10 million particles 


per cu. ft. of air, it would appear that 
the silicosis hazard in these mines would 
be eliminated. 

When employment in _ nonferrous 
metal mines is considered from the 
standpoint of occupation, it appears 
that the problem of silicosis is most 
serious for those men working at the 
face (i.e., drillers, miners, and muckers). 
Among the group of metal mine work- 
ers who had been employed, principally 
at the face, for 10 years or more, 29.5 
per cent were found to have silicosis, 
compared with 7.5 per cent among all 
other workers employed for this length 
of time. Only one of the persons with 
experience principally above ground 
was found to have silicosis. He had 
worked as a blacksmith for 23 years and 
during that time possibly had been ex- 
posed to free silica while sharpening 
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miners’ tools. In addition to face work- 
ers, cases of silicosis were found in the 
five following underground occupations: 
mule skinners, powdermen, pipemen, 
shift bosses, and timbermen. 

Figure 2 shows the prevalence of sili- 
cosis among 385 persons employed prin- 


cipally at the face of nonferrous metal : 
It will be observed that when , 


mines. 
occupation remains the same, the per 
cent affected with silicosis increases rap- 
idly with increasing years of employ- 


DISEASES IN METAL MINERS 


147 


ment. Whereas approximately a fourth 
of those who had worked for 6 or more 
years were affected, the percentage rose 
to 41 when only those men with 13 
or more years of experience were con- 
sidered. All 4 persons with more than 
34 years’ experience had silicosis. 
From Figure 3, the relative impor- 
tance among face workers of 3 employ- 
ment duration groups may be deter- 
mined. The group with less than 10 
years’ experience in metal mines, which 


20+ YRS. 
70+ 
Ss 10-19 YEARS 
< 
- 
$3 THAN 10 YEARS IN METAL MINES 
NUMBER OF WORKERS 253 104 28 
NUMBER WITH SILICOSIS ‘ 23 6 
PERCENT WITH SILICOSIS us 22. 
NUMBER WITH BORDERLINE SILICOSIS 4 2 5 
79 


PERCENT WITH BORDERLINE SILICOSIS 


siicosis BORDERLINE SILICOSIS 


Ficure 2—Percentage of face workers found to have silicosis, classified by duration 


of employment in metal mines. 


(Width of bar is proportionate to the total 


number of workers for the given periods.) 
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comprised two-thirds of all face work- 
ers, had only 1.6 per cent affected with 
silicosis. The other large group of face 
workers employed 10 to 19 years, pre- 
sented a definite problem of silicosis 
with 22.1 per cent so affected, plus 11.5 
per cent diagnosed as borderline sili- 
cosis. Three-fourths of the relatively 


small group of men who had worked 20 
years or more had either silicosis or 
borderline silicosis. From this it is evi- 
dent that even in a dusty occupation, 
such as face work, the hazard of devel- 


AFFECTED 
8 8 


PERCENT 
w 


ALL 
YEARS IN METAL 


NUMBER OF WORKERS 385 176 
NUMBER WITH SILICOSIS 43 43 
PERCENT AFFECTED Le 


Ficure 3—Percentage of face workers found to have first- and second-stage silicosis, classified 
by duration of employment in metal mines. (Numbers of workers are cumulated downward.) 
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oping manifest silicosis is pronounced 
only for persons employed over a rela- 
tively long period. 

Lead poisoning —Lead poisoning 
ranked next to silicosis as an occupa- 
tional disease of workers in the three 
nonferrous metal mines investigated. 
The health problem as regards lead 
among these mine workers, like the dust 
problem, seemed to be essentially one 
of face workers. Of the 727 metal mine 
employees examined, 102 gave a past 
history of acute episodes of lead intoxi- 


THAN THAN THAN THAN 
6 YEARS '3 YEARS 20 YEARS 27 YEARS 34 YEARS 
73 22 10 4 
30 15 7 4 
41.1 686.2 700 1000 


100 
90 
80 
70 
| 
20 
10 
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cation. Nineteen of these men reported 
episodes within the past 4) years. The 
duration of disability in recent years 
seldom exceeded 2 months and usually 
lasted only 2 or 3 weeks. The dis- 
abling symptoms were predominately of 
a gastrointestinal nature and were ac- 
companied by a rise in stippled cell 
count and related erythrocytic changes. 
No instances of lead palsy or encepha- 
lopathy were reported. 

At the time of the medical examina- 
tion, 75 workers were diagnosed as hav- 
ing abnormal lead absorption (latent 
lead poisoning). Although the sense of 
well-being in these men was unaffected, 
each had a combination of 2 or 3 of 
the signs or symptoms associated with 
abnormal lead absorption. None was 
diagnosed as having lead intoxication. 

Approximately one-half of the metal 
mine workers had a lead exposure ex- 
ceeding the threshold limit of 1.5 mg. 
of lead per 10 cu. m. of air. The per 
cent of metal mine workers with expo- 
sure beyond this limit increased as the 
weighted average dust exposure in- 
creased. Thus, among all persons who 
had a weighted average dust concentra- 
tion of less than 12 million particles 
there were 9.6 per cent with a lead 
exposure beyond the threshold limit. 
Among those with dust concentrations 
of 12.0 to 17.9, 18.0 to 23.9, and 24.0 
million particles and over, the percent- 
age with lead exposure exceeding the 
threshold was 21.7, 62.9, and 74.9, 
respectively. This indicates that if the 
dust concentration is reduced to safe 
limits with respect to the hazard of 
silicosis, the danger from lead poisoning 
should also be reduced. 

Nonoccupational diseases—The phy- 
sical examination of these metal mine 
workers failed to reveal any diseases 
which appeared to be appreciably above 
the average prevalence found among 
other groups of male industrial workers. 
Eighteen metal mine workers had rein- 
fection pulmonary tuberculosis, an inci- 
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dence of 2.5 per cent. In only 4 of 
these persons was the disease moder- 
ately advanced, while in the remainder 
it was quiescent, apparently arrested or 
healed. An excess of complaints of 
headache among face workers seemed to 
indicate poor ventilation. A few cases 
of mild dermatitis were attributable to 
contact with sulfide ores. The per cent 
of persons affected with the arterio- 
sclerotic-hypertensive group of heart 
diseases showed the customary increase 
with age. Rheumatic heart disease was 
slightly more prevalent than usual. 
Only 6 cases (0.8 per cent) of the metal 
mine workers were found to have latent 
syphilis, which is less than one-half the 
estimated rate for the entire State of 
Utah. Injection of the conjunctivae 
was observed in 20.8 per cent, nearly 
the same rate as for Utah coal mine 
workers. 


CONCLUSION 
On the basis of the data presented, 
the following conclusions seem justified: 


1, That in these Utah mines the prevalence 
of silicosis (9.1 per cent) is lower than in 
certain other areas where lead ores are mined. 
This is possibly due to a number of factors 
such as differences in the silica content of the 
ore and the nature of the mining operations. 

2. That while the lead hazard in these mines 
is not especially acute, there is evidence that 
lead intoxication still occurs. 

3. That if the atmospheric dust in these 
metal mines is kept below 10 million particles 
per cu. ft., no disabling silicosis should occur 
and morbidity from lead may also be expected 
to decrease. 

4. That this reduction in the atmospheric 
dust concentrations can be accomplished by 
proper use of present control measures such as 
wet methods, adequate ventilation, air clean- 
ers and settling chambers, and local exhaust 
ventilation. 

5. That preémployment and annual medical 
examinations, including a technically good 
chest roentgenogram, should be made to detect 
cases of active pulmonary tuberculosis. These 
physical examinations enable the physician to 
detect such common ailments as high blood 
pressure, nephritis, diabetes, syphilis, and heart 
disease during their incipient stages and to 
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advise the worker on remedial measures. The 
annual examinations will also detect early 
silicosis and thereby call attention to defi- 
ciencies in dust control. 
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Fer many years smoked whitefish, 
butterfish, carp and similar lightly 
smoked and salted fish have been arti- 
cles of diet regarded as delicacies, par- 
ticularly by certain nationalities and 
groups of people. The literature, how- 
ever, contains practically no reference 
to either the occurrence of outbreaks 
of disease following ingestion of this 
type of fish or the degree to which 
the various processes of preservation 
prevent the growth of pathogenic 
organisms. 

The investigation of two such out- 
breaks again points to the rdle that the 
epidemiologist, food technologist, and 
sanitary engineer can play in public 
health, particularly in preventing food 
poisonings through the proper process- 
ing and handling of food. 

The study of these outbreaks indi- 
cates a definite food control problem 


* Read before the Engineering Section of the Ameri- 
can Public Health Association at the Seventieth An- 
nual Meeting in Atlantic City, N. J., October 17, 1941. 


Note: Dr. Morris B. Jacobs performed chemical 
analysis for brine determination and assisted in writing 
the section on analytical results. Carolyn Oldenbusch 
and the staff of the Enteric Fever Laboratory per- 
formed the bacteriological examinations of the smoked 
fish samples and stools. Sol Pincus, Deputy Com- 
missioner, gave valuable assistance and suggestions in 
the investigations of the outbreaks and the writing 
of this report. 


that may affect large groups of people 
over a wide area. 


First OUTBREAK 

During April, 1934, 32 residents of 
Brooklyn and Queens, and 2 visitors 
from Newark, N. J., became ill with 
symptoms of acute food poisoning, 
vomiting, abdominal pain, and diar- 
rhea. Common to all the patients was 
the ingestion of smoked whitefish 
purchased through several retailers 
from a common wholesale smoked fish 
establishment in Brooklyn. One of 
the patients, a woman, aged 49, died 
two days after the onset of her symp- 
toms, the cause of death being attrib- 
uted, however, to chronic cardiovas- 
cular-renal disease. The remaining 
patients recovered completely after 
varying periods of time. 

No specific food poisoning organisms 
could be isolated on bacteriological 
examination of the remaining samples 
of fish collected. However, several 
samples had high bacterial counts, the 
predominating organism being Bacillus 
proteus. This organism, although not 
considered pathogenic under ordinary 
circumstances, when it is found in food 
of this nature, may very well be respon- 
sible for food poisoning symptoms, and 
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the finding of the organism certainly 
indicates lack of proper handling of 
perishable food. 


SECOND OUTBREAK 

On July 16, 1940, several cases of 
acute gastroenteritis in Brooklyn were 
reported to the Department of Health. 
Within the next few days the reported 
cases rose to 47, in 18 separate families. 
Symptoms in all patients consisted of 
abdominal pain, diarrhea, and high 
temperature. In some cases, marked 
prostration occurred, and 6 persons 
were so seriously ill that they were 
removed to hospitals. 

The others remained at home under 
medical care. Two of the patients 
died, one a boy of 5, who became ill 
on July 13 and died on July 17; the 
other, a man of 51, also became ill on 
July 13 and continued to have symp- 
toms until July 28, when he too died. 

It was quickly determined that the 
families affected had eaten smoked fish 
products purchased in 12 different 
Brooklyn neighborhood delicatessen 
stores. From these retail stores the 
source of the smoked fish was traced 
to a wholesale smoked: fish establish- 
ment with retail outlets throughout 
Brooklyn. The smoked fish in question 
were whitefish, butterfish, and carp, 
and had been smoked at a plant in 
upstate New York, about 100 miles 
from New York City. It had been 
distributed both in that vicinity and 
to retailers in Brooklyn. After remain- 
ing in delicatessen stores for varying 
periods of time up to several days, this 
product, which is customarily eaten 
without any further cooking, was sold 
to persons who came down with symp- 
toms of food poisoning within a few 
hours after consumption of the smoked 
fish. 

As soon as the source of the fish was 
traced, inspectors of the Health Depart- 
ment embargoed smoked fish (approxi- 
mately 1,000 Ib.) from this plant found 
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in the retail outlets. This fish was 
later destroyed. At the upstate plant, 
the vats used for washing, soaking, 
and salting of fresh fish drained directly 
into a sewer line connected in common 


with a toilet Grain. This sewer pipe 
emptied into a ditch close to the plant. 
A sample of the ditch water was found 
positive on bacteriological examination 
for Salmonella typhimurium. 

Thus the stage was well set for con- 
tamination of the fish. Once such con- 
tamination occurred, and there is little 
doubt that it must have occurred on 
many occasions, the growth of patho- 
genic organisms would be uninhibited 
because of the lack of refrigeration and 
of a processing treatment designed to 
sterilize or preserve. 

As soon as the first cases were re- 
ported, the New York State Depart- 
ment of Health was notified of the 
outbreak, and an investigation upstate 
also revealed that similar cases had 
occurred there. Seventeen additional 
patients in 13 separate families were 
reported, making a total for the out- 
break of 64 cases in 31 different fami- 
lies. The ages of patients ranged from 
2% to 60 years; there were 39 females 
and 25 males. Of the 64 patients, 10 
were children. Except for the 2 fatal 
cases, the illnesses lasted for varying 
periods up to 2 weeks, with uneventful 
recovery. A typical history of one 
family involved was as follows: 


Mrs. G. purchased smoked whitefish on 
July 15. The fish had no abnormal odor or 
appearance; at about 7 p.m. each member 
of the family had a similar portion. The same 
night, Arthur, aged 23, developed chills, vorait- 
ing, diarrhea, and a temperature of 104° F. 
The next day at noon, Mrs. G. became ill 
with similar symptoms; the day following, 
Mr. G. had acute diarrhea. The latter’s con- 
dition became worse and he was taken to the 
hospital on July 18. Here his symptoms 
gradually subsided, and on July 27 his tem- 
perature became normal. In the meantime, 
Mrs. G. likewise had become worse and on 
July 22 was also admitted to the hospital, 
and recovered in 2 days. The third member 
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of the family was able to continue work in 
spite of slight diarrhea. 


LABORATORY FINDINGS 
Chemical examinations of all speci- 
mens of fish were negative for inorganic 
and organic poisons. Specimens for 
bacteriological examination included 
stools from patients and from food- 
handlers in retail and wholesale estab- 
lishments; samples of fish from homes 
of patients, retail stores, and wholesale 
plants. From all of these sources a 
similar organism was recovered, Sal- 

monella typhimurium, as follows: 


Patients (consumers) .............. 14 
Patients (retail foodhandlers)...... . 3 
Patients (wholesaler) .............. 1 
Fish (whitefish, butterfish, carp) .... 5 


Salmonella typhimurium was first 
described by Loeffler in 1892, and 
classified by Castellani and Chalmers 
in 1919. It is also known as Bacillus 
aertrycke, Bacillus pestis caviae and 
Breslau’s bacillus, and its occurrence is 
widespread throughout the animal king- 
dom. According to Bergey,* it is a 
natural pathogen for guinea pigs, sheep, 
parrots, turkeys, canaries, chickens, 
ducks, and pigeons, and has been 
responsible for numerous food poison- 
ing outbreaks. In fact, it is one of the 
most common food poisoning organisms 
found in group gastroenteritis out- 
breaks, and has been described as found 
in foods such as meats and duck eggs. 
Smoked fish, however, has not previ- 
ously been reported as a vehicle for 
this organism. 

In addition to finding Salmonella 
typhimurium in the stools of patients 
and ia the infected food, search was 
made for it in the stools of the food- 
handlers who did not become ill. A 
processor who had no symptoms at any 
time was found to have the organism 
in his stool. A- sample of smoked 


whitefish taken at the out-of-town 
plant was also positive for Salmonella 
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typhimurium and, as previously men- 
tioned, a sample of water taken from 
the ditch draining the toilet was 
similarly positive for this organism. 


PATHOLOGY 

Autopsy * on the 51 year old fatal 
case revealed that the entire gastro- 
intestinal tract exclusive of the stomach 
had small areas of superficial hemor- 
rhage. There was marked desquama- 
tion of the mucosa of the ileum; some 
areas were a dark greenish brown in 
color with numerous scattered hemor- 
rhages. There were no gross ulcerations, 
no lymphoid hyperplasia, and no en- 
largement of the mesenteric lymph 
nodes. The large bowel showed mod- 
erate congestive changes and small 
areas of scattered hemorrhage on the 
mucosa. In addition, there was con- 
gestion of the spleen, adrenals, liver, 
and kidneys. Salmonella typhimurium 
was isolated from the lung. 


HOW THE FISH WAS PROCESSED 

The whitefish and carp were received 
at the out-of-town smokehouse from 
firms in New York City, in fresh con- 
dition, packed in cracked ice. These 
fish were first washed in running water 
to remove slime and dirt. The butter- 
fish were received frozen and were first 
thawed in a barrel into which flowed a 
continuous stream of cold water. After 
the preliminary processes, the fish were 
eviscerated by hand and placed in a 
10 per cent brine solution for 6° hours 
at room temperature. They were next 
hung on small hooks attached to 
wooden rods for 3 hours to dry at room 
temperature, and then put into a smok- 
ing compartment where drying was 
continued over burning charcoal at a 
temperature of about 90° F. for 2 hours. 
Finally the gas burners were turned on 
and the heat in the smoking compart- 
ment was slowly raised so that at the 
end of 6 hours the temperature of the 
smoke chamber was 138° F. The tem- 
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perature of the fish after this interval 
in the smoke-house averaged 120° to 
130° F. The smoking process was com- 
pleted by igniting hard wood shavings 
which glowed for 1 hour. The fish 
were then removed from the smoking 
oven, cooled at room temperature for 
several hours, then graded and packed 
in paper lined wooden crates. If not 
shipped out immediately, they were 
placed in the refrigerator until needed. 

The daily mean temperature in and 
around New York City during the 
period of the outbreak ranged from 
67° to 75° F. with highs of 80° on 
July 14, and 83° on July 16. The 
smoked fish were distributed to various 
stores and hotels in trucks without ice. 
The sun beat down on these trucks, and 
in most instances the fish were allowed 
to remain for several hours in the hot 
trucks before distribution to the retail 
stores where there was further lack of 
the elementary care for a perishable 
foodstuff. It was a common practice 
for retail stores to display smoked fish 
on counters without refrigeration, at 
times even under bright electric lights. 
The fish from the up-state plant were 
also delivered in a_ rion-refrigerated 
truck to Brooklyn for subsequent dis- 
tribution to the New York City retail 
stores. 


Stupy oF FisH PROCESSING 

Old methods used for the processing 
of fish are still in use today. Among 
these are drying, salting and smoking. 
When originally practised, these proc- 
esses served to dehydrate the fish and 
thus inhibit bacterial action. The pri- 
mary purpose of smoking fish is the 
preservation of the fish; the secondary 
purpose is to increase its palatability. 
The greatest preservative action of the 
smoking process results from the drying 
and dehydrating action of the heat, 
rather than from the bactericidal prop- 
erties of the chemical preservatives in 
the smoke. These chemical preserva- 
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tives formed from the burning of hard 
wood for the production of smoke have 
not been completely identified, since 
different woods and conditions of burn- 
ing will yield smokes of different com- 
position. Among the substances formed 
are formaldehyde, wood creosote, 
phenols, guaiacol and _pyroligneous 
acid in quantities not sufficient to 
sterilize. All these, together with the 
soot from the smoke, impart a char- 
acteristic flavor to the fish. 

Smoking of fish does not sterilize it. 
In 1934, Griffiths and Lemon‘ showed 
that fresh haddock had bacteria counts 
varying from 14,000 to 860,000 per 
gm. When these fish were hot-smoked 
for 4-5 hours at a temperature of 185° 
F. to 203° F., the counts varied from 
0 to 2,100 bacteria per gm. Some 
samples of the fish cold-smoked at a 
temperature of 100° F. for 4 hours 
gave counts which varied from 5,300 to 
3,000,000 per gm. It is therefore ap- 
parent that a significant destruction of 
bacteria occurs only when fish are sub- 
jected to hot smoke. 

In order to determine the bactericidal 
action of the smoke itself, these inves- 
tigators hung a brined haddock in a 
smoke-house which was smoke free, for 
the same length of time as in the cold- 
smoked process. This fish gave a bac- 
terial count of over 200 million per 
gm. The smoked haddock had a count 
of 62,000 per gm. 

To find out whether the hot smoke 
had any greater bactericidal effect, they 
heated the fish to 195° F. under the 
same conditions as if the fish were 
being smoked, but without any smoke 
being supplied. These fish showed a 
final count of 75,999 per gm. as com- 
pared with only 104 per gm. on a 
similar run with smoke. These experi- 
ments demonstrated that the smoke or 
some constituents of it were more effec- 
tive as the temperature was increased. 

The function of salt in the preserva- 
tion of fish, other than its effect on 
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flavor, is mainly to abstract water from 
the tissues, with consequent inhibition 
of bacterial action. As the fish are 
salted or soaked in brine solution, 
water passes from the fish into the 
brine, diluting it. Simultaneously some 
salt passes into the tissues of the fish. 
When the concentration of the salt 
absorbed by the flesh has become high 
enough, the cells shrink because of the 
loss of a portion of their water. For 
the salt to have some preservative 
action of itself, its concentration in 
the tissues should be at least 4 per cent, 
since it is only at this concentration 
that salt inhibits the growth of most 
bacteria and retards enzymic autolysis. 
Concentrations below 4 per cent have 
little or no preservative action because 
all bacteria require salt for adequate 
metabolism; some bacteria even grow 
well in a one to two per cent brine 
solution.® 

Griffiths and Lemon * in their studies 
on haddock used a 10 per cent salt solu- 
tion for brining. To every 25 lb. of 
fish, 50 Ib. of this solution were used. 
Samples of the fish examined bacteri- 
ologically showed that brining with a 
10 per cent salt concentration did not 
materially reduce the number of bac- 
teria present. As a matter of fact, in 
8 samples out of 16, the bacteria count 
after the brining was increased which 
is not surprising in light of Yesair’s 
work in 1930.6 He examined a number 
of salt samples and found as high as 
1,470 bacteria per gm. in salt. 

In order to understand the situation 
as it exists in New York City, certain 
trade and economic factors in the pro- 
duction and sale of smoked fish in the 
metropolitan area must be taken into 
consideration. The consumer in this 
area, according to the trade, strongly 
dislikes a highly salted fish product. 
Furthermore, drastic dehydration of fish 
in the smoking process produces a low 
yield of smoked product. Hence the 
manufacturer tends to decrease the 
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length of time and temperature of the 
actual smoking process. Both of these 
practises minimize preservative action 
by reducing the dehydration effect 
which would ordinarily be accomplished 
by adequate salting and smoking. 

In order to ascertain the amount of 
salt which would be absorbed in fish 
tissue in the brining process used by 
fish plants in New York City, a series 
of experiments was performed. The 
analyses were performed upon the 
fleshy portion of the fish, as the best 
means of estimating this penetration. 
The analysis for chloride was made 
according to the following method.” * 

Chloride expressed as sodium chloride 
may be estimated by simple titration 
with standard thiocyanate solution. 
Weigh 10 gm. of the flesh portion to 
the nearest 0.01 gm. into a 250 ml. 
Erlenmeyer flask. Add 25 ml. of 0.1 
normal silver nitrate solution and then 
20 ml. of concentrated nitric acid solu- 
tion. If this quantity is insufficient to 
precipitate all the chloride as silver 
chloride, add an additional known 
volume of 0.1 normal silver nitrate 
solution. Boil gently on a hot plate, 
until all solid matter is dissolved except 
silver chloride. Cool, add 50 ml. of 
distilled water; 5 ml. of a saturated 
solution of hydrazine sulfate to remove 
any nitrous acid formed; 5 ml. of a 
saturated solution of ferric ammonium 
sulfate as indicator; 1 ml. of ‘nitro- 
benzene for each 0.05 gm. of chloride; 
and titrate the excess of silver with 
0.1 normal potassium thiocyanate solu- 
tion until a permanent light brown 
color appears. Subtract the ml. of 0.1 
normal thiocyanate solution used, from 
the ml. of 0.1 normal silver nitrate 
solution added to the fish, and calcu- 
late the quantity of chlorine as sodium 
chloride. With a 10 gm. sample, each 
ml. of 0.1 normal silver nitrate is 
equivalent to 0.058 per cent sodium 
chloride. 

These results are tabulated in Tables 


} 
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1 and 2. The fish take up salt, and 
continue to take up salt as long as they 
are soaked in brine solution. The brine 
solution drops rapidly in salt content 
for the first few hours, and then more 
slowly. This brine solution also dis- 
solves some protein from the fish. The 
strength of the original brine solution 
used in pickling the whitefish was about 
11.4 per cent. Analysis of the fleshy 
portion of three samples of a finished 
smoked whitefish product showed a salt 
concentration ranging from 1.8 per cent 


to 2.1 per cent. This concentration, as 
noted above, is insufficient to have an 
inhibiting action on the growth of most 
bacteria in the fish. 

These experiments show that under 
the methods used for brining and smok- 
ing in New York City, no great con- 
centration of salt occurs in the flesh of 
the fish. There is, therefore, little or 
no preservative action. 


Previous SMOKED FisH OUTBREAKS 

A review of the literature reveals no 
previously recorded outbreak of food 
poisoning from smoked fish infected 
with Salmonella typhimurium. The only 
other outbreak reported due to smoked 
fish was noted by Bitter ® who reported 


TABLE 1 
Salt Content of Whitefish on Soaking in Brine Solution 


Strength of Salt Content 
Length of Brine Solution of Fish No. of 
Sample No. Time in Soak Per cent Per cent Determinations 
BK 105Z Fresh 11.4 0.08 6 
BK 109Z 5 hours 7.1 0.44 4 
BK 111Z 7% hours 4.6 0.58 4 
BK 113Z 10 hours 5.2 . 4 


TABLE 2 
Salt and Protein Content of Fish Brine Solution 


Sp. Gr. Salt Content Approx. Protein Content 
Sample No. 60° F. Percent Salometer Reading Percent 
BK 104Z 1.088 11.4 45 none 
BK 108Z _ 1.052 7.3 28 0.60 
BK 110Z 1.047 5.6 22 1.39 
BK 112Z 1.045 5.2 ° 
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one in Kiel of gastroenteritis due to the 
ingestion of smoked mackerel. The 
onset of symptoms occurred soon after 
consumption of the fish. The smoked 
mackerel were infected with Salmonella 
enteritidis. The source of the fresh 
mackerel was Denmark, shipped in 
iced packages to Kiel and other parts 
of Germany for smoking. The fish had 
no abnormal odor or appearance when 
consumed. The clinical picture in the 
patients was severe diarrhea, vomiting 
and fever. 


Extent of Problem—Smoked fish are 
consumed in large amounts by Scotch, 
Russian, German, Scandinavian, and 
Jewish groups. The figures for produc- 
tion of smoked whitefish and butter- 
fish by states as given by the United 
States Division of Fishery Industries 
for 1939,.° the last year for which 
complete statistics are available, are 
given in Table 3. 

Hazard—New York City consumes 
over one-third of the entire annual 
production of smoked whitefish and 
butterfish. The importance of keeping 
such food articles safe for human con- 
sumption in and around New York 
City is manifest. In certain sections 
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TABLE 3 
Domestic Production of Smoked Whitefish and Butterfish 


Massachusetts 

New York 

New Jersey 

New Jersey and Pennsylvania 
Pennsylvania 

Maryland 

Michigan 


Massachusetts, Connecticut, Illinois, 


Michigan and Ohio 
Ohio, Illinois and Indiana 
Wisconsin and Minnesota 
Nebraska and Tennessee 


of the city, these products form a regu- 
lar part of the diet of many families. 
lo a lesser extent this condition pre- 
vails in many other large cities, and is, 
therefore, a problem of some magnitude 
from the public health standpoint in 
other parts of the country. 

Changing the operating practices of 
an industry is a slow process. Persist- 
ent efforts on the part of health offi- 
cials and the codperation of the more 
progressive operators have caused food 
industries to yield to the acceptance of 
higher standards of sanitation. There 
seems to be no reason why improved 
methods and progressive changes may 
not be expected of the smoked fish 
industry. With respect to the education 
of the consuming public, they can like- 
wise be made to recognize the fact that 
smoked whitefish, butterfish, and simi- 
larly processed fish are perishable foods 
and require refrigeration and the utmost 
care in handling. 


CoNnTROL MEASURES 

There are 14 wholesale smoked fish 
establishments under Health Depart- 
ment permit in New York City, each 
of which was carefully inspected for rat 
harborage, insanitary conditions and 
equipment, and unsatisfactory operat- 
ing methods. E»-* plant was studied 


Whitefish Butterfish 
Lb. Lb. 

824,000 413,400 
65,500 
17,820 
39,500 51,000 
18,000 
2,758,963 565,720 


to determine the methods employed in 
manufacture and transportation of the 
finished product. 

Trucks were examined for refrigera- 
tion facilities, and temperature readings 
were made of storage compartments of 
each truck. Corrective measures were 
taken where unsatisfactory conditions 
were reported, and frequent periodic 
reinspections were made and a careful 
control record was maintained. No 
attempt was made to change the char- 
acter of the finished product, since the 
market demands a slightly salted and 
lightly smoked fish. 

In addition, a complete list of 698 
retail outlets is on file. Each retail 
dealer on this list was visited and his 
establishment inspected. The storage 
and display facilities at each location 
were checked, and the internal tempera- 
tures of the fish in storage and on dis- 
play were taken. All dealers were 
informed of the requirements of the 
Sanitary Code of the City of New 
York, that all perishable foodstuffs 
must be properly refrigerated at a 
temperature of 50° F. or less at all 
times. 

Good coéperation was obtained from 
manufacturers and dealers with respect 
to refrigeration of smoked fish. There 
still remains the problem of educating 


158 


the consumer to the fact that the 
refrigeration and careful handling of 
smoked whitefish, butterfish, and simi- 
lar types of fish is necessary until ready 
for consumption. 


RECOMMENDATIONS 

Since lightly smoked and lightly 
salted smoked fish is perishable, and 
readily serves as a medium for the 
growth of pathogenic organisms, it 
should be treated as such a type of 
food product, and the carrying out of 
the following precautions is indicated: 


1. The building in which the food processing 
takes place should be of sanitary construction 
throughout, with walls, floors, and ceilings 
made rat-proof and readily kept clean. 

2. There should be facilities for sterilization 
of all utensils and equipment which come in 
contact with the products, and the cleaning 
and gutting of fish should be done under a 
constant and ample flow of potable water. 

3. There should be an adequate and suitable 
sewage disposal system and sanitary plumbing 
to protect the products. Live stock and other 
animals should not be permitted on or near 
the premises. 

4. All workers engaged in the processing 
phases of this industry should have regular 
medical examinations, including laboratory 
tests when such are indicated. Cleansing of 
the hands, especially after visiting the toilet, 
cannot be over-stressed. 

5. Only salt which has been redissolved and 
purified after an initial mining or crystalliza- 
tion should be used in making up the brine 
solutions for processing these products. 

6. The brining process should be carried out 
under adequate refrigeration, that is, at a 
temperature of 50° F. or below. 
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7. Preliminary drying of the fish prior to 
smoking should be accomplished as quickly as 
possible with the aid of rapid circulation of 
warmed air. 

8. Adequate refrigeration of 50° F. or below 
should be provided at all subsequent stages 
of storage, transportation, distribution, and 
retail display. 

9. Efforts should be made to educate the 
consumer with regard to the perishable nature 
and disease hazards of this type of food. 


SUMMARY 

Two outbreaks of food poisoning 
traced to smoked whitefish, butterfish, 
and carp are described. Bacteriological, 
epidemiological and public health as- 
pects are discussed, and recommenda- 
tions for the proper preparation, stor- 
age, and refrigeration of this perishable 
product are offered. Control measures 
instituted in New York City are out- 
lined. 
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How Important Is the Dental Health 
Program ?— Nationally? Locally?° 


IRA V. HISCOCK, Sc.D., F.A.P.H.A. 


Professor of Public Health, Yale University School of Medicine, 
New Haven, Conn. 


to problem of dental health is 
complex and confusing to both pro- 
fessional and lay groups responsible for 
community programs. An answer to the 
assigned question “ How Important Is 
the Dental Health Program?” may be 
influenced by the interest and under- 
standing of persons who discuss the 
subject." A negative response may sug- 
gest a background of experience in which 
either there was a lack of effort to de- 
velop a constructive program or an 
absence of careful study and wise plan- 
ning. In either situation, we are re- 
minded of the statement “ Religion has 
failed ’’ when perhaps Religion has not 
been tried. 

There is an abundance of facts to 
show the need of more and better dental 
care. The public is aroused by the find- 
ings of Selective Service Boards which 
show that the largest number of defer- 
ments due to physical conditions is be- 
cause of dental deficiencies. Whether 
the seriousness of such defects is greater 
than at the time of the previous 
examinations of drafted men may be 
open to question. Dental decay is the 
most prevalent physical defect among 
school children. Dental defects were the 
most frequent of physical defects found 
during examinations for the National 
Youth Administration. 


* Read at a Joint Meeting of the American School 
Health Association and the Oral Health Group of the 
American Public Health Association at the Seventieth 
—— Meeting in Atiantic City, N. J., October 

, 1941. 


That the dental conditions of college 
men are superior to those of the rank 
and file is noted by examiners for Selec- 
tive Service. Brekhus reports,* however, 
that the freshmen at the University of 
Minnesota in 1939 had poorer teeth 
than did those in 1929; there was a 
significant deterioration of first and 
second molars, and some deterioration 
of premolars; in both years, the boys 
had better teeth than the girls. It is 
somewhat disconcerting to learn that 
“ these same 1939 freshmen who showed 
poorer dental health than the 1929 
students were certainly not in any worse 
general health than the 1929 group; 
in fact, they were perhaps a little bet- 
ter.” But there are many factors which 
influence the health of individuals in- 
cluding not only the dental status, but 
also early conditions for mental and 
physical growth and development, pro- 
tection from communicable disease, and 
promotion of sound health practices. 
Consequently attention must be given 
to both personal and public health in a 
broad program which embraces maternal 
and child health, control of communi- 
cable disease, sanitation of the environ- 
ment, nutrition, adult hygiene, industrial 
hygiene, mental hygiene, housing, and 
health education. 

As recognized by the National Dental 
Hygiene Association, the problem of 
dental health is not restricted to the 
indigent, although this group usually 
shows a higher proportion of defects 
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than persons in the higher income 
brackets. Strusser reports,* for example, 

. . that studies of adolescents and adults on 
relief showed that 6624 per cent needed either 
one or two dentures to restore masticating 
efficiency; that dental conditions of white 
collar workers show effects of neglect; and, 
referring to conditions of our Selective Service 
registrants and applicants for enlistment, he 
states, “If the foregoing is the condition of 
the cream of the population, certainly the men 
in the defense program are no better fit 
dentally, and certainly it must be agreed that 
serious dental handicaps may affect health and 
cause loss of time in industry and the con- 
comitant disruption of a well regulated pro- 
duction plant where every man and every 
hour counts, and especially where every man 
has his particular job to do.” 


Much of the problem lies within the 
average home of the country, as judged 
by figures from the U. S. Public Health 
Service: 

a. Twenty-two per cent of the people go to 
a dentist for all or part of the necessary 
service. 

b. Fifty-eight per cent of the people can 
afford all or some dental service but do not 
seek any dental service. 

c. Twenty per cent of the people cannot 
afford dental service and may be considered 
as the dentally indigent for whom service 
must be provided by others. 


Studies show that most children 
have one or more decayed teeth, 
and that the teeth of children under 
14 years of age are decaying six 
times as fast as they are being filled. 
Wisan properly emphasizes,* that with- 
out long range and specific objectives, 
‘where dental services are provided by 
selecting the worst cases, by waiting for 
tooth aches, and by giving older children 
the preference, one finds many perma- 
nent teeth lost. Studies indicate when 
dental treatment during the first two 
school grades is neglected, 7th and 8th 
grade children show an average of two 
to three lost permanent teeth per child.” 
On the other hand, in such communities 
as Hackensack (N. J.) and Clark Town- 
ship (N. J.), where emphasis has been 
placed on the lower grades, less than 
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one permanent tooth is lost for every 
two children. 

In Honolulu, where a carefully plan- 
ned program of education and service 
has been conducted for 20 years, ex- 
tractions of permanent teeth of clinic 
children in the first 6 grades of school 
have shown a striking drop, reaching 
during the past 5 years an average of 
5 to 7 per 100 children, while fillings 
have slightly increased. Furthermore, 
in 1940, nearly 76 per cent of the 19,614 
school pupils enrolled in public ele- 
mentary schools had their mouths put in 
“perfect ” condition, while 14 per cent 
were attending dentists when schools 
closed, leaving only 10 per cent who did 
not go to dentists during the year. 
Many of the 10 per cent arrived in the 
Territory only recently, including chil- 
dren transferred to Honolulu from rural 
areas where it has been more difficult to 
obtain dental service. Of the children 
whose mouths were put in perfect con- 
dition, half were attended by private 
dentists; most of the children still under 
treatment were going to the offices of 
private dentists. 

A survey of Mouth Hygiene Programs 
for School Children in cities of the 
United States was conducted in 1936 by 
the Cleveland Child Health Association. 
In 64 per cent, of the 309 cities for 
which information was clearly given on 
the subject, the programs were adminis- 
tered by the Department of Education; 
in 28 per cent, by the Department of 
Health; in 6 cities there was joint re- 
sponsibility between these two depart- 
ments; while the Dental Society or the 
Parent Teacher Association or private 
foundations carried the burden in the 
remaining cities. 

In 104 cities out of 354 where dental 
inspections were made, the dentist was 
responsible; in 91 cities there was a 
combination of personnel e in 
this activity; while in 52 the work was 
done by a dental hygienist; in 41 by a 
physician; in 64 by a nurse; and in 2 
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by teachers. Naturally the percentage 
of children found to need attention 
varies not only by the type and extent 
of the program, but also by the type of 
examination, personnel employed, and 
crades covered. Procedures and organi- 
zation vary widely. 

In addition to the confusion as to 
what is embraced in a sound and ade- 
quate program of dental health are the 
questions of cost and of personnel. A 
recent report by the Economic Com- 
mittee of the American Dental Associa- 
tion is revealing. In this study of dental 
needs of white adults in the United 
States, 55,000 questionnaires were sent 
to 11,000 dentists of whom over 1,600, 
or about 15 per cent, responded by 
returning 7,541 schedule cards. While 
recognizing limitations of this study, the 
committee reported that less than 2 per 
cent of the cases had never previously 
visited a dentist, that only 3.2 per cent 
needed no dental care other than pro- 
phylaxis, that the average need for 
males was 4.3 fillings and for females 
4.4 fillings (ages 15-19 years 6.8 to 6.5 
respectively), that the average need for 
extractions and for full dentures (closely 
related factors) increases with age, be- 
ing in general greater for males than for 
females, that (varying with income 
groups from the lowest to the highest) 
22 to 44 per cent of the males visited 
the dentist within the previous year, 
and that the average length of time 
since the last visit to the dentist (vary- 
ing with income groups from the lowest 
to the highest) was from 3.1 to 1.7 
years, the period being slightly longer 
for males than for females, but not 
varying significantly by age groups. 
The committee reported as the average 
cost of restoring the mouths of white 
persons 15 years of age and over who 
go to a dentist, determined on the basis 
of specific dental need, $48.96 for males 
and $45.43 for females. If these figures 
are applied to the white population of 
the United States, the cost involved 
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would be over four billion dollars; the 
cost for the city of New Haven where I 
am directly concerned as a Commis- 
sioner of the Board of Health would be 
over five million dollars. 

Let us consider also the cost of a 
program for children utilizing the ex- 
perience of Honolulu which has perhaps 
the most adequate program in the 
United States. This service was stimu- 
lated by the financial assistance of the 
Strong Foundation which aided in the 
training of dental hygienists and largely 
supported the Strong-Carter Dental 
Clinic. The cost of operation of the 
clinic in 1940, serving roughly half of 
the school children treated, was $53,874, 
providing for 16,310 dentists’ working 
hours, for 8,548 children who made 
34,826 clinic visits. This is exclusive of 
a comprehensive and correlated program 
of dental health education conducted by 
dental hygienists and teachers in the 
schools 


What proportion of a community 
health budget should be devoted to 
dental health? We need more informa- 
tion on this question. In the Boston, 
New Haven, and Los Angeles County 
Health Departments, the proportion is 
around 5 per cent. In New Haven, 
recommendations of the local dental 
committee for additions would raise the 
proportion to 13 per cent. Seven years 
ago the Board of Supervisors of Santa 
Barbara County, Calif.," reinstated a 
dental hygiene service for school chil- 
dren at a cost of about $3,500 per year 
which seems to be yielding favorable 
results in supplementing the services of 
private dentists. The community budget 
needs in different communities will vary. 
Furthermore, not only the percentage of 
the budget but also the total amount 
provided for all health purposes in rela- 
tion to resources of the local community 
and of the state, as well as possibilities 
for state and federal aid in certain in- 
stances, must be considered. 

Dental health education programs 
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should be integrated with the general 
health education programs for all age 
and functional groups. Strusser advo- 
cates dental health service for children 
between the ages of 2 and 14, number- 
ing 24,000,000, and, on a long range 
basis, estimates that it would require a 
37,500,000 hour program over a period 
of years to reach the maximum efficiency 
for this group and continue the plan on 
an adequate basis. This would require 
25,000 of the 70,000 dentists in the 
United States working on a basis of 
1,500 hours per year. “ That does not 
mean regimentation or socialization. 
The dental program of the community 
may include education for all and service 
only for the indigent or dentally in- 
digent. However, it would take 25,000 
dentists that amount of time to accom- 
plish this task whether it were paid for 
by individual families or by communi- 
ties for their indigents. Of course, the 
program would use other personnel 
for administration, supervision, and 
follow-up.” 

If 25,000 dentists were employed for 
this service, 45,000 would be available 
for the other age groups numbering ap- 
proximately 90,000,000 ~ (eliminating 
age groups below 2 and above 65), or a 
ratio of 1 to 2,000. But if only 20 per 
cent of the population go to the dentist 
in any one year, the ratio would be one 
dentist to 400 persons. “ Eventually,” 
says Strusser, “ the program would be 
entirely preventive and the growth of 
the profession would be promoted to 
the extent of providing personnel on a 
100 per cent basis, or a ratio of one 
dentist to 1,000 persons—the same ratio 
as in military services in peacetime.” 

An important feature of an adequate 
dental program is the provision of quali- 
fied personnel. There seems to be a 
difference in opinion among dentists, 
educators and public health workers as 
to the place of the dental hygienist. 
Should the dental hygienist be chiefly 
an assistant to the dentist, or should she 
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also occupy an important place in dental 
health education? What position should 
the dentist occupy in administration 
and in health education? Part of the 
confusion relates to the basic prepara- 
tion and fitness of those who have en- 
gaged in this work, coupled with a 
changing emphasis in school health 
programs. 

In Honolulu, where the carefully 
selected dental hygienists have had ex- 
tensive training in education and in 
oral hygiene, besides a college back- 
ground, the hygienists determine the 
eligibility of all first grade children for 
service at the dental clinic operated in 
good quarters at Palama Settlement. 
The hygienists’ examinations in school 
bring to light unhealthy oral conditions 
which might escape unnoticed, because 
many are thus examined who would not 
voluntarily go to a dentist for periodic 
examinations; and the educational work 
done individually at the chair has 
proved of great value. In the class- 
room, the hygienist teaches general 
health habits, mouth health, and nutri- 
tion with emphasis on local foods eco- 
nomically and readily obtained. These 
talks are made interesting by means of 
charts, posters, models, and motion pic- 
tures. In the Territorial Department of 
Public Instruction 25 hygienists and one 
supervisor are employed for 164 public 
elementary schools in the whole area, 
giving prophylactic treatments and ex- 
aminations to children enrolled in grades 
1-4, with examinations only to children 
in grades 5—6, in schools of Honolulu. 
In a number of rural areas self-support- 
ing dental clinics have been established 
in the schools where needy children have 
been cared for by dentists of the locality 
at a reasonable fee. In California, den- 
tal health instruction is also usually 
given by dental hygienists who are well 
trained for this service. 

But conditions and resources vary. 
For example, a dental health program 
in the public schools of North Carolina 
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was instituted by the State Board of 
Health in 1918, and a Division of Oral 
Hygiene was created in 1931. Directing 
its major endeavor along educational 
lines in the elementary schools this di- 
vision has, in addition to a director, a 
staff of school dentists and an educa- 
tional consultant. The dentists’ activi- 
ties include instruction of children in 
the classrooms. It should be noted that 
the school dentists are not only trained 
in the profession of dentistry, but also 
in the art of teaching and in child 
psychology. To reinforce and foliow-up 
their teaching, the dentists have some 
graded educational material, prepared 
by the educational consultant to leave 
with the teachers.® After teaching in 
each of the elementary grades, the den- 
tists inspect the mouths of all children 
under 13 years of age, and make neces- 
sary dental corrections for the under- 
privileged children. The parents of the 
other pupils who need dental attention 
are notified of this through the mail and 
are advised to consult their own den- 
tists. For this latter group no diagnoses 
are made. The teachers classify the 
children as to their parents’ ability to 
pay for their dental work. The correc- 
tive work for the underprivileged chil- 
dren is termed demonstrative teaching. 
As in most of the counties the dentists 
can visit each school only once in every 
two years, the burden of responsibility 
for teaching mouth health rests with the 
classroom teachers. Seventy-five of the 
100 counties in the state participate, 
each bearing one-half of the expense of 
the program, the State Board of Health 
defraying the other half. 

In New Jersey, where Wisan has con- 
ducted a carefully planned program for 
several years, the State Department of 
Health disseminates educational material 
stressing the importance of making den- 
tal health a specific objective. In order 
to show how preventive services im- 
proved dental conditions, the depart- 
ment has planned five demonstration 
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programs, aided by local health com- 
mittees, in a small industrial community, 
in rural areas, and in a large city. Using 
these demonstrations as a means of ob- 
taining definite and practical informa- 
tion, the department is confident that 
in the near future it will be in a posi- 
tion to: 

a. Inform local communities how dental 
health may be made a specific objective 

b. Give proof of the effectiveness of a pre- 
ventive dental service program 

c. Inform administrators just what can be 
considered adequate funds for an effective 
dental program 


It has become increasingly clear that 
our dental health education programs 
must include provision for dental serv- 
ice. As stated by Millberry,° 


Filling cavities in decayed teeth is a com- 
mendable procedure, in fact it is the only 
known procedure which will restore function 
and aid in preventing the recurrence of the 
disease. All investigators who have been in- 
terested in solving the problem of dental 
caries, even the nutritionists who once be- 
lieved that it was just a diet problem, are 
now agreed that the pit and fissure cavities 
in the teeth must be filled by the dentist. 
These represent about 62 per cent of the total 
number of decayed teeth on the average and 
caring for them early in the life of the child 
is the most effective means of tooth conserva- 
tion. This is not, however, an absolute pre- 
ventive measure because teeth will decay 
around fillings just as they will if sound. Our 
dental health education programs must, there- 
fore, make provision for dental service in the 
form of examination of the mouth and teeth, 
mouth hygiene or prophylaxis, filling of cavi- 
ties in restorable teeth, and extracting those 
which are no longer useful or are a menace 
to health. 


Twenty-seven years ago dental scien- 
tists from various parts of the world 
prepared addresses to be delivered at 
the Sixth International Dental Congress 


scheduled to be held in London on 
August 4, 1914. While not delivered 
because of the First World War, these 
addresses were later published and re- 
vealed ambitious plans for universal 
service for the care of children’s teeth 
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in all civilized countries through some 
form of organized state service. After 
1914 in several countries, not only in 
some totalitarian states but also under 
several democratic governments, the gov- 
ernment took over, in whole or in part, 
the task of caring for children’s teeth. 
In 1934, Sir J. A. Young, Minister of 
Health for New Zealand, wrote in his 
foreword to a booklet on school dental 
service, “ Recognizing that prevention 
is better than cure, it became obvious 
that the surest means of combating this 
menace (dental disease) to the general 
health of the people was to begin with 
the children, and the Government of the 
Dominion therefore commenced, some 
years ago (1921), to build up a system 
of schocl dental clinics.” A progressive 
drop in extractions resulted. 

In conclusion, there is ample evidence 
to indicate the need throughout the 
country for a dental health program 
soundly conceived, adequately sup- 
ported, and ably executed. Programs 
have been developed in several areas 
after careful study and planning which 
seem to be eminently worth while. A 
reasonably effective program in most 
local communities and states, however, 
is yet to be provided. While recognizing 
that conditions vary in different locali- 
ties, much remains to be clarified in 
regard to essential elements of a com- 
munity program beyond the recognition 
in somewhat general terms of the impor- 
tance of a threefold approach through: 
(a) extension of scientific dental re- 
search, (b) dental health education, and 
(c) dental service. Adequate dental care 
includes daily dental hygiene and regu- 
lar visits to the dentist. To accomplish 
this goal, there must be constructive 
long-range plans developed on the basis 
of determined needs and resources, quali- 
fied personnel, and adequate budgets. 

Dental educational campaigns ap- 
parently fail to reduce the percentage of 
dental caries unless professional dental 
care is also provided. In view of the 
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magnitude of the task and of the rela- 
tive returns for funds and energy ex- 
pended, emphasis at the outset should 
be given to a solid foundation of work 
with children, gradually extending the 
age level above and below the first two 
grades as resources permit. While this 
is a major community problem, the pro- 
gram should be geared in reasonable 
balance with other educational, health, 
and welfare activities. Many local com- 
munities and several states lack suffi- 
cient financial resources to meet the 
problem without state and federal aid. 
One of the subjects for further study is 
the proper proportion of the budgets to 
be used for this purpose, in addition to 
continuing appraisal of methods of or- 
ganization and administration. The em- 
ployment of dentists skilled in work 
with children is essential." The educa- 
tional and guidance programs must be 
increased in effectiveness. Persons 
engaged in dental health education must 
have special training for the task, and 
methods must be periodically evaluated. 
Coéperative planning and action 
should be strengthened through the for- 
mation and stimulation of local, district, 
and state dental health advisory com- 
mittees or councils composed of repre- 
sentatives of all agencies concerned with 
this problem. Several national agencies 
are equipped to render helpful advisory 
services and to give other assistance. 
Both dentistry and public health have 
made great advances and significant 
contributions for public good. With 
further progress in research and in edu- 
cation, the opportunity for improved, 
and expanded service will doubtless in- 
crease. Can advances in the sciences 
be translated into further social benefits, 
through the prevention, control, and 
treatment of oral disease? Will pro- 
fessional groups adjust to their respon- 
sibilities and grow in usefulness for 
social good? Shall we meet our joint 
responsibilities? It is up to you and 
me to do our part in the study 
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and development of this important 
enterprise. 
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Shall Public Health Physicians 
Attempt to Assess Nutritional Status 
of School Children?" 


SUSAN P. SOUTHER, M.D. 
Chief, Child Hygiene Division, Ohio Department of Health, Columbus, Ohio 


HE answer to the question “ Shall 

public health physicians attempt to 
assess nutritional status of school chil- 
dren? ” will depend on what the indi- 
vidual answering the question considers 
the ultimate function of the school 
physician to be; on whether he believes 
nutritional status lends itself to clinical 
evaluation; and lastly, it will depend 
on how fine or exact an appraisal is 
to be made. It is obvious that an 
examination of all the problems in- 
volved in answering these questions is 
beyond the scope of this paper. I 
shall limit myself, therefore, to a brief 
discussion of why and how I think a 
public health physician should attempt 
to make clinical evaluations of the 
nutritional status of school pupils. The 
opinions which I have on the subject 
are based on my own experience in 
attempting to ascertain the physical fit- 
ness of a group of over seven hundred 
6 and 7 year old children attending 
school in New Haven in 1934-1936." 


Why should the physician attempt to 
assess nutritional status of school 
children? 

First let us consider why the physi- 
cian should attempt to assess nutri- 
tional status. Ordinarily a physician 


* Read before the American School Health Asso- 
ciation and the Food and Nutrition and Maternal and 
Child Health Sections of the American Public Health 
Association at the Seventieth Annual Meeting in 
Atlantic City, N. J., October 17, 1941. 
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has one of two purposes in mind when 
he makes a physical examination: either 
he wishes to discover whether disease 
or abnormality is present, or he wishes 
to secure information which may be 
compared with information secured at 
a previous examination. Likewise the 
school physician should evaluate the 
nutritional condition of a school child 
for one of two reasons: either that he 
may discover whether the child is suf- 
fering from some disturbance of nutri- 
tion, or that he may have information 
which will enable him to say whether 
the child’s nutritional state is better 
or worse than at some former time. 
But, one may argue, why should one 
attempt to make an assessment or try 
to compare an assessment made at one 
examination with that made at another, 
when we have no accurate and objec- 
tive means for judging nutritional 
status at our disposal and when cli- 
nicians frequently fail to agree in their 
judgments. Those who believe that a 
clinical appraisal is of slight or no value 
because it is a subjective evaluation 
and one affected by the experience and 
interest or even the emotional and 
mental state of the observer, have many 
studies to support their contentions." * * 
On the other hand, it has seemed to 
me that in recent years too much stress 
has been placed on the inaccuracies of 
the clinical method and too little said 


* An extensive bibliography is found in reference 1. 
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as to what can be learned, in spite of 
these inaccuracies, from such an evalua- 
tion. 

In attempting to make clear why I 
think a clinical assessment of nutri- 
tion is valuable, I should like to point 
out the value of the physical examina- 
tion in assessing health and disease. 
It is a common experience among 
physicians to discover that when sev- 
eral examine a patient or a group of 
patients they will not all agree regard- 
ing the size or condition of the tonsils 
or regarding the findings in the chest 
or abdomen. Because this fact is true 
regarding the general physical examina- 
tion, should we consider that such an 
examination is useless and ought to be 
discarded completely? I believe most 
of you will agree that too much valu- 
able information can be obtained from 
the careful physical examination to 
discard it—at least until such time as 
we have a simpler, more accurate, and 
less expensive method to replace it. 


How accurately is the school physician 
able to evaluate nutritional status? 
The argument advanced to prove the 
usefulness of a general physical exam- 
ination can also be used to show the 
value of clinical methods in appraising 
nutritional status or in diagnosing 
specific nutritional disorders. The 
trained and careful observer, for exam- 
ple, is able to recognize rickets with 
considerable accuracy without resorting 
to the use of laboratory procedures. 
Moreover, such an observer is able to 
appraise fairly well, if he observes a 
rachitic child over a definite period, 
whether or not this particular dis- 
turbance is becoming more or less 
severe. While it is true that even the 
most experienced physicians may dis- 
agree regarding the presence of or the 
degree of rickets, I believe most of you 
will agree that the clinical method of 
diagnosis is accurate enough for routine 
examinations of children. The more 
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precise laboratory procedures used in 
diagnosis may be reserved for children 
who on clinical examination show signs 
suspicious of rickets or for cases in 
which one wishes to secure accurate 
information regarding the severity or 
progress of the disease. 

Perhaps the following illustration will 
show even, more clearly why I believe 
the clinical method of evaluating nutri- 
tional status is valuable, and what I 
think the limitations of such an evalua- 
tion are. The analogy chosen deals 
with the sense of sight and is, I be- 
lieve, comparable in a way to the 
clinical appraisal of nutrition—an as- 
sessment which is based in large meas- 
ure on visual impressions. Most indi- 
viduals have, for example, learned to 
distinguish quite accurately the colors 
red, blue, and a mixture of these colors, 
violet. If however, we mix red and 
blue in many different proportions, we 
will obtain a number of shades of 
violet with red at one end and blue 
at the other end of the series. The 
more we increase the number of shades 
the more difficult it becomes for an 
individual to place correctly a given 
shade in its proper place in the series, 
and the more disagreement there will 
be among a group of individuals called 
upon to identify the same shade. It 
would seem that we might conclude 
from this example that while it is pos- 
sible to identify distinct colors with 
enough accuracy to make them of use 
as colors, we cannot break them down 
into too many shades and still expect 
the observer to be accurate in his judg- 
ment of them. 

Just as training enables an individual 
to distinguish distinct colors and a 
number of shades of these colors, so 
training and experience enables most 
physicians to develop a fairly accurate 
concept of what can be considered as 
good, or fair, or poor nutritional status. 
On the other hand, clinicians not un- 
commonly find that the more grades 
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of nutrition are increased or subdivided, 
the more difficult it becomes for a 
physician to know whether to place a 
subject in a certain grade or in one only 
slightly above or below, and the greater 
the inconsistency in judgments when 
several clinicians are asked to assess 
a particular individual. This illustra- 
tion tends to show, I believe, that the 
classification of nutritional states into 
a few large grades can be done with 
enough accuracy to make a clinical 
evaluation a useful tool. We should 
remember, however, that we should not 
attempt to show too fine or exact grades 
without expecting to find a decrease in 
the accuracy of our judgments. 


How can the physician best assess 
nutritional status? 

If we accept the tenet that evalua- 
tions of nutritional status should be 
made, we are at once confronted by 
the question as to how such estimates 
can be made more reliable and hence 
more valuable than they are at present. 

Perhaps the first requisite in making 
a reliable appraisal is to make a careful 
examination. Such an examination re- 
quires time, a requirement which has 
been ignored so frequently in school 
examinations that many observers have 
been led to question whether such 
examinations were of enough value to 
continue to make them. It would seem 
a better health program if the usual 
hasty routine examinations of school 
children could be replaced by a more 
careful examination (allowing at least 
20 minutes for the examination) and 
by follow-up of children who presented 
health problems or needs. If such a 
program were instituted, the physician 
would then have enough time at his 
disposal to see and to evaluate the vari- 
ous items such as fat, or weight, or 
history of diet and disease, which must 
be considered if anything i 
a reliable assessment is to be made. 

The second requirement in making a 
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reliable clinical judgment of nutrition 
is to be as objective as possible. The 
amount of fat and the amount and 
tone of the muscle are perhaps the 
most objective items in the physical 
examination and should be estimated 
with care. Height and weight too are 
objective items which: are of value, 
especially when they are considered in 
relation to race and body-build. Items 
such as the color, the condition of the 
hair and skin, the condition of mouth 
and teeth, and the posture are more 
difficult to evaluate, but even these, if 
observed carefully and related to the 
other findings, are useful in the evalua- 
tion of nutritional status. 

The third requisite for a reliable 
clinical appraisal is to examine at re- 
peated intervals children who present 
suggestive signs of nutritional disturb- 
ance. Accurate records of weights and 
heights taken by the school nurse or 
other trained personnel, and complete 
records of the physical findings of the 
physician over a period of observation 
help us greatly in deciding at any 
given examination what the physical 
condition of the child is, and also 
whether a child is in need of closer 
medical supervision. For instance, if 
one were asked to judge the nutritional 
states of two 6 year old children who 
presented similar clinical findings, he 
would be in a position to make a more 
accurate evaluation of each child if it 
were known that one had gained only 
1 pound in the preceding 6 months 
whereas the other had gained 5 pounds. 
In this connection may I stress again 
the value of using growth records and 
of comparing a child with himself 
rather than with other children in ar- 
riving at a reliable clinical estimate of 
a child’s physical condition. 


The value of the past history 

Another valuable asset in making an 
accurate evaluation of nutritional status 
and one too little used in many school 
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examinations is the past history of the 
child. If school examinations were done 
only in the presence of a parent or 
other responsible member of the family, 
so the examiner could learn whether 
the child under consideration had been 
ill or well, or whether he had good or 
poor dietary habits, or whether he was 
overactive or inactive, the clinician 
would obviously be in a better position 
to make a reliable assessment of the 
child than if he had no such history. 
One of the children examined in the 
study to which I referred at the begin- 
ning of this paper demonstrated to me 
the importance of history and growth 
records in assessing nutritional status 
and in deciding whether medical super- 
vision was needed. The child when 
examined at 7 years of age presented 
nothing unusual except that his nutri- 
tion was low borderline. Two months 
later he died of a brain tumor. Since 
nothing was learned at the time of the 
physical examination that was of bene- 
fit to the child, the examination might 
as well not have been done. However, 
had I made the examination in the 
presence of the mother and learned 
that the boy was having headaches and 
attacks of vomiting, and had I availed 
myself of the child’s weight record 
which showed a gain of only 2 pounds 
in the previous year, I would have had 
information that would have been 
invaluable in helping me to arrive at 
a more accurate assessment of the 
child’s nutritional condition and of his 
general physical state. In other words, 
I would have been in a position to 
know that the boy needed further medi- 
cal supervision, and I would have ful- 
filled by this additional information the 
function for which I assume school 
examinations are intended. 

And finally may I stress the impor- 
tance of trying to maintain a constant 
picture of what constitutes good, fair, 
and poor nutrition, in order that clini- 
cal judgments of the item may be fairly 
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accurate and consistent. Many physi- 
cians who are called upon to examine 
school children have had a wide experi- 
ence in observing sick children but 
have had relatively little opportunity 
to examine the healthy child or to see 
good or optimum development. And, 
on the other hand, the physician whose 
time is given over entirely to school 
work may forget to what extent phys- 
ical handicaps or disease may affect the 
child’s well-being. Undoubtedly the 
accuracy of judgment of both groups 
of physicians would be improved if 
each could continuously have the 
chance to examine and evaluate both 
sick and well children. Clinicians, too, 
have observed that if one examines 
large numbers of children of the same 
race or of similar social and economic 
levels his concept of the different nutri- 
tional grades may be distorted.*»* For 
example, if one examines only children 
in an area of economic depression, he 
may see so many poorly nourished 
children that he begins to think of poor 
nutrition as being average or usual and 
of average or borderline as good or 
excellent. This type of error could, I 
think, be largely eliminated if physi- 
cians doing routine school examinations 
were not assigned to particular areas in 
a community but were moved about 
frequently from one area to another in 
order that they might see children of 
different racial and socio-economic 
groups, and might thereby be able to 
keep in mind fairly accurate pictures 
of what constitutes good, borderline, 
and poor nutritional states. 


SUMMARY 

1. The clinical assessment of nutritional 
status of school children should be made since 
such evaluations, carefully done, are still our 
best single means of determining the 
nutritional condition of the children. 

2. It should be remembered in using the 
dinical method of assessment that it is a 
crude method, and that it does not lend itself 
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to the classification of nutritional states into 
too fine grades. 

3. The accuracy of the clinical method is 
increased by making the examination as ob- 
jective as possible, and by taking into con- 
sideration the disease, dietary, activity, and 
growth history of the child. 

4. The present widespread practice of ex- 
amining large numbers of school children in 
short periods of time should be abandoned. 
The practice is not valuable from the stand- 
point of the children, the school, the parents, 
or the physician. 
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Problems in the Laboratory 


Diagnosis of Rabies’ 


W. D. STOVALL, M.D., F.A.P.H.A., ann S. B. PESSIN, M.D. 
State Laboratory of Hygiene, Madison, Wis. 


T= diagnosis of rabies in the labo- 
ratory is based entirely upon the 
microscopic demonstration of Negri 
bodies and upon animal inoculation. 
The demonstration of Negri bodies is 
the method of choice since the diagnosis 
can be thus made in a few minutes or 
hours. When the technic employed dem- 
onstrates typical bodies the result is 
highly convincing and satisfying. How- 
ever, negative and doubtful results leave 
much to be desired, and animal inocula- 
tion must be resorted to. The difficulties 
in demonstrating Negri bodies arise from 
two sources of error which can be 
enumerated as inability to differentiate 
them from other inclusion bodies and 
cell structures, and inherent deficiencies 
in the methods of examination. 


NEGRI BODIES, LYSSA BODIES, AND 
OTHER BODIES 

The large Negri body with the inner 
structure well developed and stained is 
easily recognized by any microscopist 
who has seen a few demonstrations. No 
long years of experience are required 
since the difficulty lies not in the recog- 
nition of the typical body but with its 
demonstration. Negri’ described the 
body as occurring in two forms, one in 
which the inner bodies are small and 
highly refractile and another in which 
they are larger, less refracting, roundish, 


* Read before the Laboratory Section of the Amer- 
ican Public Health Association at the Seventieth 
Annual Meeting in Atlantic City, N. J., October 
16, 1941, 


oval, or irregular. In one phase of their 
development the cytoplasm encloses a 
mass of minute inner bodies which when 
they are distributed through the central 
nervous system in single units cannot be 
differentiated from the granular struc- 
ture of the cellular elements. Since the 
identity of the Negri body is not yet 
understood, its development is not 
known. However, every experienced 
microscopist has encountered the diffi- 
culty of deciding whether the bodies 
observed in some preparations are Negri 
bodies or cytoplasmic structures normal 
to the cell or if not normal at least only 
distorted cellular structures. Goodpas- 
ture * refers to the variation in size of 
Negri bodies and speaks of being able 
to demonstrate the smallest forms. When 
small bodies are associated with large 
ones, which show the typical inner struc- 
ture, no confusion is encountered. When, 
however, only forms so small occur that 
the demonstration of the “ Innenkérper”’ 
is doubtful, the diagnosis is doubtful. 
The brain of cats, particularly, offers 
difficulty because of the pink staining 
granular material in the cells and also 
because the Negri bodies in the pyra- 
midal and Purkinji cells of this animal 
are often very small. The failure of the 
microscopic diagnosis of rabies as proved 
by mouse inoculation is shown in 
Table 1. 

It is not always because of the size 
of Negri bodies that satisfactory dem- 
onstration fails. There do occur in 
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rabid animals bodies described by Good- 
pasture® as “lyssa bodies.” These 
bodies differ from Negri bodies in size 
and the absence of “ Innenk6rper.’’ They 
are described as very small, pink stain- 
ing, homogeneous spheres. They are 
found with and without recognizable 
Negri bodies. In those brains contain- 
ing no unmistakable Negri bodies these 
bodies are the cause of much confusion 
in the diagnosis. Animal inoculation is 
the only method by which the diagnosis 
in such cases can be made. Because the 
microscopic diagnosis was indefinite in 
some cases we injected mice with ma- 
terial from 76 animals which had been 
reported as Negri-positive or doubtful. 
As shown in Table 1, only 66 of these 
animals proved to have rabies by mouse 
injection. Additional experience with 
this discrepancy does not assist in its 
prevention since we find instances where 
rabies virus is associated in the brain 
with eosinophilic bodies that are not 
Negri bodies. 

As a result of this experiment we were 
prompted to examine for eosinophilic 
bodies the brain from apparently well 
cows and sheep that were killed at a 
local packing plant. Sections were pre- 
pared from portions of the hippocampus, 
cerebral cortex, cerebellum and medulla. 
In the medulla and cerebral cortex we 
were able to demonstrate large and 
small bodies which took the eosin stain. 
These bodies were both intracellular and 
extracellular. They were for the most 
part homogeneous but sometimes there 
was a small dark staining granule in the 
center. These bodies resemble “ lyssa 
bodies ” more than Negri bodies. Since 
Goodpasture demonstrated that “ lyssa 
bodies” are us, and since 
bodies demonstrated in the brain tissue 
of normal animals and animals suspected 
of having had rabies have the same 
homogeneity and staining reaction, even 
the most observers cannot 
make a decision without mouse in- 
oculation. 
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SMEARS—IMPRESSIONS AND SECTIONS 

Sellers * reported that 40 of 46 labo- 
ratories questioned about the methods 
employed to demonstrate Negri bodies 
used smear or impression. Only 2 labo- 
ratories used paraffin sections. When 
typical Negri bodies are present these 
preparations are satisfactory. In our 
experience typical Negri bodies are often 
scarce and difficult to demonstrate in 
the brain tissue of hogs, cows, horses, 
and cats. In paraffin sections hundreds 
of cells can be examined quickly, and 
in properly fixed and stained prepara- 
tions the sections are clear and there is 
good visualization of the structures of 
the cells as well as small Negri bodies. 
The importance of the examination of 
large numbers of cells from different 
parts of the brain and cord is empha- 
sized by the wide distribution of the 
virus in the brain. In a study of 84 
Negri-positive brains we found Negri 
bodies in the cerebral cortex alone in 
four instances (Table 2). In a com- 


TABLE 2 
Distribution of Negri Bodies in Brain 


Hippocampus only . . . 


Hippocampus and cerebellum 
Cerebral cortex only 


parison of the direct smear method with 
paraffin sections we found that in 10 
per cent of the cases the sections were 
Negri-positive when the smears were 
negative. In no case were the sections 
negative when the smears were positive. 

The chief objection to sections is that 
they are time consuming and offer more 
technical difficulties than smears do. 
However, the delay in the diagnosis 
occasioned by sections is not significant. 
At the longest it is never more than a 
few hours. Whéh the incubation period 
of the disease is considered, even the 


Brains 

q Hi us and cerebral cortex.......... 13 
cerebrum and cerebellum..... 24 

cerebrum cerebellum and 

1 
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matter of a day is not important. If 
the acetone fixation described by one of 
us (Stovall *) is used, the sections are 
ready for examination in 3 to 5 hours. 
The small pieces of tissue can be left 
overnight in the acetone but they are 
ready for embedding in paraffin within 
2 to 3 hours, depending upon the size 
of the pieces of tissue. It is not unusual 
for us to have the sections ready for 
examination in the late afternoon when 
specimens are received in the forenoon. 
It is our practice to prepare smears as 
soon as the specimen is received, and if 
they are Negri-negative, sections are ex- 
amined before animals are inoculated. 
The technic is not complicated or la- 
borious, and the equipment is nothing 
more than is found in most laboratories. 


STAINS 

In our hands eosin-methylene blue is 
the most satisfactory stain for the dem- 
onstration of Negri bodies in routine 
diagnostic work. One of us has shown 
the importance of dissolving the dyes 
in a solution in which a low pH is main- 
tained. The study showed that 1 per 
cent eosin (yellowish) in 95 per cent 
alcohol maintained at pH 6 stains Negri 
bodies a pale pink; at pH 3.0 the large 
and small Negri bodies stain a uniform 
deep red. The counter stain was meth- 
ylene blue adjusted between pH 5.0 and 
pH 6.0. As the pH of the methylene 
blue rises above pH 6.0, more and more 
of the eosin is removed from Negri 
bodies until at pH 8 the small bodies 
cannot be seen and the large and more 
typical ones are pale and atypical. This 
destaining action of the methylene blue 
solution as it approaches neutrality seri- 
ously interferes with the visualization of 
Negri bodies. When eosin and meth- 
ylene blue are maintained at the opti- 
mum pH the cytoplasm of the nerve 
cells takes a diffuse pale blue color and 
the body of both the small and large 
Negri bodies a deep™red. The inner 
structure of the Negri bodies appears as 
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dark blue granules. In the small ones 
there is often only one small granule. 
The “ lyssa bodies ” are a homogeneous 
red color. 

Sellers ° has recommended basic fuch- 
sin and methylene blue in an alcoholic 
solution for smears and impressions. 
Because we have found eosin-methylene 
blue used as described above so satis- 
factory for paraffin sections, we have 
also used it for smear preparations. 


ANIMAL INOCULATION 

Above we have mentioned the occa- 
sional occurrence of what appear to be 
“lyssa bodies” or small Negri bodies 
in the brain of some animals which did 
not produce rabies when injected into 
mice. These bodies are found most fre- 
quently in the cerebrum and medulla. 
Since in the study of 84 cases of rabies 
proved by mouse inoculation we found 
Negri bodies only in the hippocampus 
8 times and only in the cerebral cortex 4 
times (Table 2), the finding of eosino- 
philic bodies in any portion of a brain 
from an animal suspected of having 
had rabies creates a doubt as to the 
diagnosis. In all such cases we have 
injected mice, as well as in all cases 
that were clearly Negri-negative. Thus 
in Table 1 it will be seen that of 354 
animals found to be Negri-negative or 
doubtful only 310 were rabies-negative 
by mouse inoculation, giving a failure 
in the microscopic diagnosis of 12.43 
per cent. While this is in apparent 
close agreement with the report of 
Leach,® it may not be comparable. 
There are several reasons for this. In 
the first place the total number of 
examinations made by us is less than 
the number made by Leach. Probably 
more important than this is the differ- 
ence in the variety of animals repre- 
sented and the number of each variety. 
Sometimes specimens are received 
that are badly decomposed and for 
that reason they have been unsatis- 
factory for microscopic examination. 
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The intracerebral injection of mice with 
contaminated brain tissue invariably 
causes death of the animals from bac- 
terial infection. To avoid this Sulkin 
and Nagle’ investigated a number of 
bactericidal agents in which they im- 
mersed the contaminated tissue. They 
did not try filtration because reports 
indicated that this method was unsatis- 
factory for a health department labora- 
torv. However, we have used filtration 
through Seitz filters, size No. 3, with 
all specimens showing contamination or 
which were decomposed. Mice inocu- 
lated with filtrates from typical Negri- 
positive brains have not failed to 
develop rabies. The organism which 
invariably causes purulent meningitis in 
mice is a small Gram-positive bacillus. 
We have not had time to work with 
this organism, and so far we have made 
no attempt to identify it. In our hands 
the Seitz filter removes these bacteria 
and the filtrates are highly satisfactory 
for intracerebral inoculation of mice. 

Small portions of hippocampus, cere- 
bellum, cerebrum, and medulla are 
emulsified in 10 ml. of sterile saline. 
If the smears or sections reveal bac- 
teria, the emulsion is passed through 
the filter and mice injected with 1/100 
to 3/100 of a ml. 

Of particular interest is the result 
of mouse inoculations with emulsions 
from 24 specimens in which small 
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atypical inclusion bodies were found in 
the cerebral cortex. In 5 instances 
the bodies were considered character- 
istic enough to consider the microscopic 
examination to be Negri-positive. In 
only 1 of the 5 was rabies virus demon- 
strated. The remaining 19 specimens 
were considered doubtful by micro- 
scopic examination. Of these, 9 were 
rabies-positive and 10 were rabies- 
negative. From these results it appears 
that by microscopic examination of 
sections and in some smears we are 
able to demonstrate eosinophilic bodies 
resembling lyssa bodies” and atypi- 
cal Negri bodies which are not associ- 
ated in the brain with rabies virus. Also 
the results show that brain specimens in 
which the microscopic examination 
leaves the diagnosis in doubt contain 
rabies. The bodies that cause this 
confusion in the microscopic diagnosis 
of rabies are similar to ones found in 
certain parts of the brain of normal 
cattle and other animals and te atypical 
or small Negri bodies. 
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Studies on the Single Injection 


Method of Canine Rabies Vaccination * 


HARALD N. JOHNSON, M.D., anp CHARLES N. LEACH, 
M.D.; F.A.P.H.A. 


Staff Members, International Health Division of The Rockefeller Foundation, 
State Board of Health, Montgomery, Ala. 


I‘ view of the notable degree of pro- 
tection against rabies afforded dogs 
by a single 5 ml. injection of commer- 
cial chloroform-treated vaccine contain- 
ing 334% per cent brain material, as 
reported in a previous paper,’ it was 
deemed advisable to repeat this experi- 
ment. In order to eliminate, as far 
as possible, variability due to differ- 
ences in age and batch of vaccines and 
test virus inoculum, such as occurs 
when several successive small groups 
of animals are used for a study of this 
kind, the experiment herewith reported 
was undertaken with a single large 
group of dogs. 

The question has arisen in regard to 
the chloroform-treated vaccine as to 
whether it was the use of this particular 
chemical inactivating agent or the high 
brain concentration which was respon- 
sible for the considerable degree of 
protection obtained by us in dogs vac- 
cinated with this preparation.’ 

In order to answer this question we 
requested a commercial house to pro- 
vide us with chloroform- and phenol- 
treated vaccines of identical brain 
concentration. These were tested in 
parallel. 

Rabies vaccines deteriorate rapidly 


* Read before the Laboratory Section of the American 
Public Health Association at the Seventieth Annual 
Meeting in Atlantic City, N. J., October 16, 1941. 

The studies and observations herein reported were 
conducted with the support and under the auspices of 
the International Health Division of The Reckefeller 
Foundation and the Alabama State Board of Health. 
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when not kept in cold storage. It was 
thought that freezing and drying the 
vaccine in vacuum might obviate the 
necessity of cold storage. To deter- 
mine this point we also tested chloro- 
form-treated vaccine of the same lot 
number which had been subjected to 
freezing and drying in vacuum. 

Experimental studies comparing the 
efficacy of the single subcutaneous 
method of vaccination with commercial 
chloroform-treated canine vaccine con- 
taining 33% per cent brain material 
and phenol-treated vaccine containing 
20 per cent brain material have already 
been reported.’:*»* In our experience 
the chloroform-treated vaccine has 
proved to be the more efficacious of 
these preparations in preventing rabies 
in the dog when given one month pre- 
ceding an experimental inoculation of 
street virus. These studies are sum- 
marized for comparison with the present 
experiment. 


MATERIALS AND METHODS 

As in our previous experiments, the 
dogs used were purchased from owners 
and data were obtained as to breed, 
sex, and age. None of the dogs had 
been previously vaccinated. 

The average age of the vaccinated 
animals was 17 months, while the aver- 
age age of the control group was 18 
months. The vaccinated dogs had an 
average weight of 23 pounds as com- 
pared to 19 for the controls. 
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A total of 135 dogs was used. These 
were divided into the following groups: 
34 which were vaccinated with the 
liquid chloroform-treated vaccine, 33 
which received the frozen and dried 
preparation, 32 which were given the 
phenol-treated vaccine, and 36 which 
remained unvaccinated. 

To reduce the occurrence of infec- 
tious diseases among the dogs they 
were kept in small units, with not more 
than two dogs to a kennel, until they 
had survived longer than the usual 
incubation period of rabies. The use 
of wooden gratings for the floors elimi- 
nated clinical coccidiosis infections. 

The commercial house which sup- 
plied the chloroform-treated vaccine 
used in a previous experiment furnished 
the two vaccines employed in_ this 
study. 

The chloroform-inactivated vaccine 
was prepared from the brains of sheep 
killed when prostrate with fixed virus 
rabies. After homogenization and dilu- 
tion to a 33% per cent suspension in 
normal saline the material was filtered 
through a wire sieve. Chloroform was 
then added to a strength of 1 per cent. 
The vaccine was subsequently kept at 
refrigerator temperature and shaken for 
a 10 minute period, three times a day 
for 30 days. The material was homo- 
genized November 13, 1940. The ani- 
mal inoculation test for the presence 
of live virus was performed January 
13, 1941, and was negative. The ex- 
piration date was given as November 
13, 1941. 

The phenol-inactivated vaccine was 
made from the brains of horses killed 
when prostrate with fixed virus rabies. 
Normal saline containing 1 per cent 
phenol was added to make a 40 per 
cent brain suspension. This material 
was homogenized, filtered, and subse- 
quently diluted with normal saline to 
make a final brain concentration of 
33% per cent. The phenol content of 
the final product was 0.83 per cent. 
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After homogenization the vaccine was 
kept at refrigerator temperature. It 
was shaken three times during the first 
24 hours for 10 minute periods and 
once daily for a 15 minute period for 
the next 6 days. The vaccine was 
negative for active virus when tested 
by animal inoculation 2 weeks after 
homogenization. The expiration date 
was given as February 5, 1942. Both 
vaccines were also tested for active 
virus at this laboratory by intracerebral 
inoculation into mice. The vaccines 
were injected undiluted and diluted 10 
fold and 100 fold in broth, tyrode 
solution, and distilled water. We were 
unable to demonstrate active virus in 
either vaccine. 


FREEZING AND DRYING 

The apparatus for freezing and dry- 
ing was constructed after the method 
described by Bauer and Pickels.* The 
vaccine was tubed in 5 ml. amounts in 
25 ml. round bulb Pyrex ampoules. 
These were subjected to quick freezing 
in a carbon dioxide ice and alcohol 
bath. Following this the material was 
maintained at —25° C. during the entire 
process of dehydration. This consisted 
of 72 hours on vacuum and a 24 hour 
period connected to a phosphorus pent- 
oxide trap. The ampoules were sealed 
when thoroughly dry with the vacuum 
partially replaced with nitrogen. The 
vaccine was rehydrated 12 days after 
dehydration and used immediately. 
The rehydrated vaccine was negative 
for active virus by intracerebral mouse 
inoculation. 

All vaccinated dogs were given a 
single 5 ml. dose, 2.5 ml. being injected 
subcutaneously on either side of the 
cervical spine. 

The virus used for test inoculation 
was obtained from a dog dying of 
rabies after exposure in nature. This 
brain had been stored in pure glycerin 
in an ice cream hardening ‘cabinet at 
-25° C. for 5 months. At the time of 
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inoculation the entire brain was weighed 
and, after thorough trituration, was 
diluted 1:10 by weight in distilled 
water. This suspension was centri- 
fuged at about 2,000 r.p.m. for 10 
minutes, and the supernatant fluid was 
used as the street virus inoculum. The 
test virus was injected immediately 
after preparation and kept at icebox 
temperature during this procedure. 
When all of the dogs had been inocu- 
lated serial 10 fold dilutions of the 
virus-containing material were injected 
intracerebrally into white mice. By 
this method the titer was found to be 
10°. 

Three groups of vaccinated dogs were 
given the test virus 31 days after vac- 
cination. The control dogs were tested 
at the same time as the vaccinated 
animals. An injection of 0.5 ml. of the 
10 per cent test brain suspension was 


TABLE 1 


Comparison of the Results Obtained in Four Experiments on Commercial Canine Rabies Vaccines 


given into each masseter muscle. Ani- 
mals surviving the test virus inocula- 
tions were held for a period of at least 
90 days. 

Of the original 135 dogs, 9 died of 
extraneous causes, leaving 126 for cal- 
culation. Autopsies were performed on 
all dogs dying of rabies and other 
causes, as well as on those killed at the 
end of the retention period. The brains 
were examined for Negri bodies and ii 
none were found a 10 per cent suspen- 
sion of a pool of various portions of 
the brain was inoculated intracerebrally 
into white mice. 


OBSERVATIONS 

The results of this experiment are 
set forth in Table 1, which also includes 
summaries of our previous experiments. 
All dogs kiiled at the end of the 
90 day survival period were Negri 


Vaccinated Control = 
No. Died Percent No. Died Percent 
of of Dead of = of of Dead of Statistical 
Dogs Rabies Rabies Dogs Rabies Rabies Significance 
Experiment 1 
Commercial phenol-treated vaccine containing 
20% of brain material, given in a single sub- 
cutaneous injection of 5 ml. ............-. 105 26 25 120 66 55 0.0000 


Experiment 2 
Commercial phenol-treated vaccine containing 
20% of brain material, given in a single in- 
traperitoneal injection of S:ml. ........... 52 


Experiment 3 
Commerc'al chloroform-treated vaccine con- 
taining 3344 % of brain material, given in a 
single subcutaneous injection of 5 ml. ..... 50 


Experiment 4 
Commercial chloroform-treated vaccine con- 
taining 33% % of brain material, given in a 
single subcutaneous injection of 5 ml. ..... 32 


Frozen and dried chloroform-treated vaccine 
containing 334% of brain material, given 
in a single subcutaneous injection of 5 ml... 27 


Commercial phenol-treated vaccine containing 
33%% of brain material, given in a single 
subcutaneous injection of 5 ml. ............ 31 


19 37 63 34 54 0.0933 ) 


2 0.0001 ) 


7 26 36 20 56 0.0362 


3 10) 0.0002 


* By corrected X® test. Likelihood of getting a difference as great or greater than that observed in th: 
mortality of the vaccinated and the control groups by chance alone. 


59 20 274 154 56 
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negative, and no virus was demon- 
strable in any instance by the intra- 
cerebral mouse inoculation test. 

In the group vaccinated with the 
liquid chloroform-treated material only 
2 of 32 dogs died of rabies (6 per 
cent); and of the 27 dogs given the 
same vaccine after it had been frozen 
and dried in vacuum and rehydrated, 
7 died of the disease (26 per cent). 
Three of 31 dogs vaccinated with the 
specially prepared phenol-treated vac- 
cine contracted rabies (10 per cent). 
The mortality rate in the control group 
as a result of rabies test virus inocula- 
tion was 56 per cent, 20 of the 36 dogs 
inoculated having died of the disease. 
The percentage mortality in the control 
group of this experiment is strikingly 
similar to that of previous studies. 
This is further evidence of the generally 
uniform results obtained by this method 
of test virus inoculation in unvacci- 
nated, control animals if the number 
of animals tested is large enough to 
give statistically significant results. 


TABLE 2 


Variation in Mortality Rates in Small Groups 
of Control Dogs Following Experimental 
Inoculation with Rabies Street Virus 


Number 

Group No. of Dogs Rabies Percent 
10 3 30 
10 40 
11 10 91 
ia 8 3 38 
8 6 75 
9 5 56 
ee 8 4 50 
7 4 57 
11 10 91 
10 2 20 
8 3 38 
10 6 60 
10 6 60 
Wet 6G 120 66 55 


The principal criticism of the studies 
on canine rabies vaccines reported in 
the literature is the lack of sufficient 
test animals in potency tests using the 
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same method of vaccination and test 
virus inoculation. This is especially 
true of control groups. Table 2 gives 
the mortality figures for the control 
dogs in the 13 groups of animals tested 
in a previous study.” There was a 
marked variation in the mortality rate 
in the various control groups, but when 
these were considered as a whole the 
mortality rate for the control animals 
was very nearly the same as that ob- 
tained in other experiments (Table 1). 
This illustrates the variation due to 
chance, and emphasizes the necessity 
of considering this factor in planning 
such tests. When the same experi- 
mental procedure is repeated until the 
total number of vaccinated and con- 
trol animals satisfies statistical require- 
ments an accurate result is obtained. 
A good example of this is the almost 
identical result obtained in our two 
studies of chloroform-inactivated vac- 
cine. In the one’ we used repeated, 
small, approximately equal groups of 
vaccinated and control animals. The 
other consisted of a single test of large 
groups, as reported in this paper. 


TABLE 3 


Mortality Rate According to Age in 265 Un- 
vaccinated Dogs Following Experimental 
Inoculation with Rabies Street Virus 


Age Number Rabies Per cent 
months 
24 21 88 
121 81 67 
67 33 49 
53 18 34 
265 153 58 


Table 3 is included to illustrate the 
variation in mortality rate of four dif- 
ferent age groups of control dogs tested 
by the same method of inoculation with 
rabies street virus. 

There was no statistical difference in 
the degree of immunity produced in 
dogs by chloroform- and phenol-inacti- 
vated vaccines when these contained the 
same concentration of brain material. 
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SUMMARY 


A second experiment to verify results 
of a previous study of chloroform- 
treated vaccine was performed. In 
both instances this type of vaccine pro- 
duced a high degree of immunity in 
the dog. The results of the two experi- 
ments were practically identical. 

No statistical difference in anti- 
genicity was obtained where chloro- 
form and phenol were used as inacti- 
vating agents in the preparation of 
canine rabies vaccine when the brain 
material was of the same concentration. 

The antigenicity of chloroform- 
treated vaccine was reduced by freez- 
ing and drying in vacuum, but it still 
produced some immunity. 

The masseter muscle route for chal- 
lenge virus inoculation gives consist- 
ently uniform mortality results when a 
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sufficiently large number of animals 
are employed. 

Attention is called to the fallacious 
results that may be obtained through 
chance when the number of animals 
used in a vaccine potency test is not 
sufficient to rule out error from this 
cause. 
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Sewage Disposal 
Problems at Army Camps’ 


PAUL HANSEN, F.A.P.H.A. 
Greeley & Hansen, Engineers, Chicago, Iil. 


3 problem of sewage disposal at 
army camps differs from municipal 
sewage disposal practice in several im- 
portant particulars: 


1. Army camp sewage is domestic in char- 
acter, unaffected by industrial wastes. It is 
relatively strong and high in grease, as com- 
pared with municipal sewage. The per capita 
flow of sewage is generally less than in mu- 
nicipalities, provided reasonable disciplinary 
restrictions on the use of water are 
maintained. 

2. Most of the sewage treatment plants at 
army camps are for temporary use only; 
that is to say, they are predicated on the 
assumption that the camps will be in active 
existence for a period of 5 years. This has 
a bearing on the economic balance, as between 
installation costs and operating costs, and 
implies simple and temporary construction to 
the extent possible. 

3. Speed is an essential factor in the design 
and construction of sewage disposal works for 
army camps, whereas municipal installations 
are seldom of an emergency character and 
generally can be preceded by adequate 
preliminary investigations. 


Shortly after the program for the 
construction of army camps was started, 
it became apparent that the various 
architect-engineers selected to design and 
supervise construction of such camps 
had widely divergent ideas regarding 
what was necessary for the disposal of 
sewage. It also became apparent that 
there was considerable divergence in 
point of view among the state depart- 
ments of health in the various states in 


_ * Read before the New Jersey Section of the Amer- 
ican Water Works Association at the Seventieth 
Annual Meeting of the American Public Health 
Association in Atlantic City, N. J., October 16, 1941. 


which cantonments were being built. To 
harmonize these divergent ideas, two 
firms of engineers, Metcalf and Eddy of 
Boston, and Greeley and Hansen of 
Chicago, were employed, to act jointly, 
in reviewing policy with reference to 
sewage disposal and for the purpose of 
indicating in general terms the degree 
of treatment required at each camp. 
These engineers prepared a report for 
the office of the Quartermaster Gen- 
eral, Construction Division, Engineering 
Branch. In this report were embodied: 
(1) a review of the special problems 
involved in disposal of sewage from 
army camps; (2) best available esti- 
mates of sewage quantities and sewage 
characteristics, and (3) recommenda- 
tions for loadings for various sewage 
treatment devices likely to be used at 
army camps. 

In developing this report, the en- 
gineers kept constantly in mind: (1) se- 
curity to the public health, (2) sufficient 
treatment of sewage to prevent serious 
nuisance, (3) economy, and (4) speed 
of design and construction. 

There are several general types of 
camps as affecting the design of sewage 
disposal plants; namely, (1) those built 
in conjunction with permanent army 
posts, (2) those built in new locations. 

Sewage treatment plants for perma- 
nent posts are built on a permanent 
basis, as for municipalities, while those 
for temporary camps and cantonments 
are built as simply and cheaply as prac- 
ticable. A special case arises where 
temporary camps and cantonments are 
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built in conjunction with permanent 
posts, as at Fort Knox and Fort Riley. 
Where practicable, separate installa- 
tions are desirable for the temporary 
camps and the permanent posts, as was 
done at Fort Riley. In some cases this 
is not practicable. If the permanent 
establishment is large as compared with 
the temporary one, a single plant for 
both may be justifiable. This is the case 
at Fort Knox. A single plant was estab- 
lished for the entire post utilizing as 
much of an existing treatment plant as 
practicable. Division of treatment de- 
vices into a suitable number of units 
will permit latitude in meeting wide 
variations in sewage flow represented by 
the entire post and by the permanent 
post alone. Where the natural outlet 
for all sewage is in one place and where 
the temporary establishment is relatively 
large it may be desirable to build sewage 
treatment works in two sections—one 
on a basis for economical permanent 
operation and the other on a basis for 
economical temporary operation. 

Sizes of the camps, as measured by 
the number of troops vary from 1,500 
to 60,000. The majority, however, 
range between 12,000 and 36,000 troops. 

After a review of all of the available 
data on sewage quantities obtained dur- 
ing the war of 1917 and 1918, which 
data incidentally, are meager, the con- 
sulting engineers estimated a water con- 
sumption of 100 g.c.d. (gallons per 
capita daily) and a sewage flow of 70 
g.c.d. It was realized, of course, that 
with uncontrolled use and waste of 
water both the water and the sewage 
quantities might be greatly increased 
but it was assumed that sufficient dis- 
ciplinary control would be exercised to 
keep the water consumption and sew- 
age flow quantities within these figures 
without sacrifice of convenience and 
cleanliness. 

Because of the daily military routine 
which causes most of the population to 
be doing the same things at the same 
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time, there are rather violent fluctua- 
tions in sewage flow. To provide for 
this it was assumed that the flow for 
3 or 4 hours might average double the 
average daily flow or at the rate of 140 
g.c.d. It was further assumed that peak 
flows passing through treatment works 
would be at three times the average 
rate of 210 g.c.d. 

As to the characteristics of the sew- 
age, the meager records of the war of 
1917 and 1918 gave little help. Such 
records as could be found suggested the 
following characteristics: 


Pounds 

Parts per per Capita 

Million per 24 Hours 
Suspended solids 460 0.27 
B.O.D. (5 days) 290 0.17 
Ether-soluble matter 150 0.09 


SECURITY TO PUBLIC HEALTH 

As indicated, the first consideration 
in connection with disposal of sewage 
at army camps is security to public 
health. On this point there can be no 
compromise. 

Public health is initially protected in 
all of the camps by the use of sanitary 
sewers only. Surface drainage is re- 
moved in ditches, through culverts and 
occasionally in relatively short covered 
drains. Thus there is no mixed sewage 
and storm overflow whenever there is 
rainfall, and therefore all sewage carry- 
ing infectious material may be passed 
through treatment works. While treat- 
ment works have by-passes, these are 
not used except during unusual emer- 
gencies. Duplicate units will always 
permit some treatment both primary 
and secondary. Even when by-passing, 
the sewage may be heavily chlorinated. 

Public health may be affected by any 
one or all of the following uses of the 
receiving body of water: (1) for public 
water supplies, (2) for bathing and 
boating, (3) for maneuvers including 
fording, crossing in small or improvised 
boats, bridge building, etc., (4) for 
shellfish layings, or (5) for watering of 
dairy cattle. 
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Protection of Public Water Sup plies— 
There are no instances where it was 
impossible to find an outlet for sewage 
reasonably remote from water works 
intakes. In some instances, there are 
downstream intakes so far away that 
self purification is adequate to avoid 
undue burden on water purification 
works. An additional factor of safety is 
afforded by chlorination of the final 
effluent, which is required in all cases 
for other reasons than the protection of 
water supplies. 

Bathing and Boating—In but few 
cases was it necessary to discharge sew- 
age from army camps in close proximity 
to places normally used by the public 
for bathing and boating. Where such 
recreational uses exist, chlorination of 
the final effluent is adequate to protect 
public health. In a few instances, a rela- 
tively high degree of B.O.D. reduction 
and clarification was sought to avoid 
any unsightliness. 

Maneuvers—A number of streams 
into which sewage effluents are dis- 
charged are within maneuver areas. In 
ordinary fording in mechanized equip- 
ment, in horse drawn vehicles, or on 
horseback, there is little danger of ac- 
quiring a communicable disease. Even 
fording by foot soldiers, if necessary, is 
not a serious danger. Perhaps the great- 
est danger is when men fall into the 
stream, especially a deep one. All rea- 
sonable requirements for maneuvers 
may be met by an effluent that does 
not look bad, that does not smell 
bad, and which is also adequately 
chlorinated. 

Protection of Shelifish—Along the 
coastal regions, sewage may pollute com- 
mercial shellfish layings. Any effluent 
that will prevent objectionable odors or 
unsightly conditions may be made harm- 
less to shellfish layings by adequate 
chlorination. Because of the use of 
Sanitary sewers, army camps are less of 
a hazard to shellfish than is sewage 
from a municipality having combined 


Camp SEWAGE DISPOSAL 


sewers, even though the municipality 
has sewage treatment works. 


PREVENTION OF SERIOUS NUISANCE 

The degree of treatment necessary to 
prevent serious nuisance may be and 
was subject to rather wide divergence 
of opinion. The word “ serious ” implies 
the permissibility of some nuisance. 
Generally speaking, it was assumed that 
some discoloration, some turbidity, and 
an occasional slight odor would not be 
serious. Cases varied, however. In some 
situations the effluent outfall was just 
above a much traveled bridge, a cluster 
of dwellings, or otherwise frequented 
places. In these situations, more thought 
was given to the suppression of odors 
and any visible evidence suggestive of 
sewage than would seem necessary where 
the receiving stream is remote from 
habitations and frequented areas. 

Application of chlorine to the final 
effluent provides considerable latitude of 
control over nuisance, as well as being 
a safeguard to public health. Suitable 
chlorination of an effluent will retard 
putrefactive decomposition until the 
sewage effluent passes critical points, 
such as a much used bridge above men- 
tioned. Decomposition may in some 
cases be retarded by chlorination, so 
that reaeration and dilution may take 
place more rapidly than the absorption 
of oxygen. Thus, a condition of non- 
odorous aerobic decomposition is main- 
tained. 

While the consulting engineers recog- 
nized that cases might occur which 
called for a high degree of treatment, 
stress was placed upon the minimum 
initial expenditure that would give ac- 
ceptable results. 


DEVICES AND LOADINGS 

As a result of the considerations out- 
lined, the consulting engineers recom- 
mended that when the minimum average 
monthly flow in the receiving body of 
water is 4 cu. ft. or more per second 
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per 1,000 population contributing sew- 
age in the general locality of the camp, 
screening, sedimentation, and chlorina- 
tion will suffice. For flows less than 
this in the receiving body of water, the 
consulting engineers recommended bio- 
logical treatment embodying standard 
rate trickling filters, high rate trickling 
filters, or activated sludge, as required 
by local conditions. High rate trickling 
filters on account of lower costs with 
final chlorination were regarded as ade- 
quate, even where dilution is very small, 
or at times reduced to zero, unless there 
exist local conditions of a special nature 
demanding a higher degree of treatment. 
A typical sewage treatment plant 
might include the following elements: 
Bar screens—hand cleaned 
Measuring devices, with simple automatic 
recording instrument, such as a weir, 
Parshall flume, Palmer-Bowlus flume, 
but not a Venturi meter 
Preliminary sedimentation tanks 
Biological treatment, using high rate trick- 
ling filters with recirculation of effluent 
Final sedimentation tanks 
Chlorination equipment, with contact time 
in final sedimentation tanks, in separate 
contact tanks, in a lagoon or in an 
outfall sewer 
Sludge disposal structures, comprising di- 
gestion tanks (generally heated), sludge 
pumping station, and sludge drying beds 
or sludge lagoons 


With minimum dilution during a driest 
month of 4 cu. ft. or more per second 
per 1,000 population, the biological 
treatment and final sedimentation tanks 
would be omitted. 

Loadings on the several devices were 
recommended, as follows: 

Primary Sedimentation Tanks—Three 
hours displacement on basis of average 
flow. With effluent from high rate filters 
recirculated to the inlet of the primary 
sedimentation tanks, the volume of the 
tanks would be correspondingly in- 
creased. Where activated sludge is justi- 
fied, the displacement period in the 
primary sedimentation tanks may be 
reduced to 1%4 hours. 
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Trickling Filters—For high rate trick- 
ling filters not over 3,000 Ib. of B.O.D. 
per acre-foot per day, or a population 
load of 35,000 per acre-foot. This is 
applicable to southern camps. For 
northern camps, a more conservative 
population loading of not over 30,000 
per acre-foot was recommended. 

For standard rate trickling filters, 
where justified, a maximum population 
loading of 5,000 per acre-foot for south- 
ern camps and 4,000 per acre-foot for 
northern camps was recommended. 

Final Sedimentation Tanks—A flow 
not to exceed 800 gal. per sq. ft. per 24 
hours, based on average flow, and not 
less than 2% hours displacement period. 
With recirculation of effluent of final 
tanks to influent of high rate filters, the 
capacity would be correspondingly en- 
larged. 

Sludge Digestion Tanks—Two to 3 
cu. ft. per capita with heated tanks. For 
unheated tanks, add 25 per cent to 50 
per cent to the capacity, using the larger 
figure for locations close to buildings. 
For plants using activated sludge, in- 
crease these figures by SO per cent. 

Sludge Drying—For standard sand 
drainage beds, use 0.5 to 1 sq. ft. per 
capita for dry southerly climates, and 
1.0 to 1.5 sq. ft. per capita for humid 
northerly climates. In warm dry cli- 
mates in favorable locations, lagoons 
may be used with areas of 2 to 3 sq. ft. 
per capita. 


ATTITUDE OF STATE DEPARTMENTS 
OF HEALTH 

Some engineers of state departments 
of health appear to regard this policy 
and the plant loadings outlined as too 
lenient. They feel that, having labored 
to educate the public to demand clean 
streams, adoption of lower standards of 
treatment on the part of the United 
States Government at army camps will 
undo much of the good work that has 
been accomplished after years of edu- 
cational effort in their respective states. 
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hey believe that the federal govern- 
ment should not act to tear down 
.tandards, but should act to build them 
up: and that the most complete methods 
of sewage treatment, practicable of ap- 
lication, are none too effective at best 
and should be used when dilution is 
small. 

The opposing attitude is that canton- 
ments, being of a temporary character, 
do not warrant elaborate treatment, and 
that any treatment which does not cause 
serious nuisance and which protects the 
public health is sufficient. It is also 
argued that the country is at war 
when not a dollar should be spent for 
superfluities. 


ECONOMY 

Broadly speaknig, it is better to incur 
large operating costs for temporary 
camps, than to spend large sums of 
money on initial installation. The liberal 
use of final chlorination, while some- 
what costly in operation, makes it pos- 
sible to get along with less biclogical 
treatment than might be required for 
permanent installations in municipali- 
ties. Not only may chlorine be used to 
retard decomposition, but it may be 
added in amounts that may result in 
some direct oxidation, where and when 
necessary. 

The question of economy has already 
been touched on incidentally in discuss- 
ing other objectives of sewage disposal 
from army camps. Three factors relat- 
ing to economy may be stressed: 

1. A desire to expend the least total money 
necessary during the existence of the camps 
to protect the public health and otherwise 
obtain acceptable sewage 

2. Recognition of the fact that relatively 
high operating costs may be incurred for the 
short period during which the camps may be 
used, as a means of keeping down total costs. 

3. Recognition of the fact that sewage dis- 


posal contributes but little to a successful 
defense effort. 


With these criteria in view, the con- 
sulting engineers leaned toward rela- 
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tively high loadings of sewage treatment 
devices, the use of high rate trickling 
filters, with recirculation of the effluent, 
where secondary treatment is needed, 
and the elimination of final or polishing 
treatments. It sometimes happens, as in 
at least one instance in New England, 
where a high degree of treatment on 
intermittent sand filters proved to be 
the economical treatment, because the 
sand was already in place and required 
but little labor to put it in condition to 
receive sewage. 


SPEED IN DESIGN AND CONSTRUCTION 

An important factor in connection 
with army camps is speed in design and 
construction. It was deemed important 
to have sewage treatment works in 
readiness to function as soon as troops 
arrived. Design was directed toward 
simplification of construction and the 
reduction of quantities of materials to 
a minimum. To this end, any devices 
requiring complicated reinforced con- 
crete were discouraged. For example, 
sedimentation tanks with mechanical re- 
moval of sludge were preferred to Imhoff 
tanks, even for relatively small instal- 
lations, because of the more or less 
complicated concrete work and deep 
excavation inherent in Imhoff tank con- 
struction. Mechanically operated and 
cleaned screens were discouraged, be- 
cause of their cost and the rather intri- 
cate concrete required for their installa- 
tion. Trickling filters were preferred to 
the activated sludge process, because of 
relative simplicity. High rate trickling 
filters were preferred over standard rate 
trickling filters, because lesser quantities 
of filtering and other materials were 
required. Buildings were made of wood 
of simple design, except where there was 
a serious fire hazard. In such cases, the 
buildings were made of brick. Limited 
laboratory facilities were provided, and 
where water supplies needed laboratory 
control, an effort was made to combine 
water and sewage laboratories. 
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Operation of sewage treatment works 
at army cantonments has not been all 
that could be desired. No definite pro- 
vision was made for operation until 
many of the cantonments were com- 
plete. Often the architect-engineers on 
the job had to make strong representa- 
tions to obtain competent operators. 

The general procedure was to assign 
the operation of both water works and 
sewage treatment plants to the Post 
Detachment. More often than not, the 
Post Detachment .had no one qualified 
to deal with these problems. In some 
instances, chemists were certified from 
civil service lists. Some of these men 
did good work, but some had little ex- 
perience or support. Suggestions were 
made that the operating personnel be 
taken from civil life, with the expecta- 
tion that a suitable number of qualified 
operators might be recruited from exist- 
ing large sewage treatment plants and 
water purification works about the 
country. This suggestion did not pro- 
gress very far, and in most instances, 
the architect-engineers were obliged to 
give a substantial amount of attention 
to operation of sewage treatment plants 
and the training of the personnel. Some- 
times, the architect-engineers were able 
to secure the employment of experienced 
operators. 

Recogn’:ing the necessity of a more 
effective sendling of the various special 
engineering problems in connection with 
army camps, there was established in 
the office of the Constructing Quarter- 
master General at Washington a staff of 
civilian engineers, headed by F. H. 
Fowler, comprising recognized experts 
in various fields, including sewerage. It 
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is the duty of this group to advise re- 
garding a well codrdinated policy and 
control of both installation and opera- 
tion of various utilities and structures 
at army establishments. In the matter 
of design and construction, the arrange- 
ment has been effective, but in the mat- 
ter of supervision of operation, suitable 
lines or channels of information and 
control apparently have not yet been 
developed, though effective efforts are 
now being made in this direction. It is 
difficult, for example, to obtain prompt 
and reliable information at headquarters 
in Washington as to performance of the 
various sewage treatment works, and it 
seems to be equally difficult for the 
headquarters in Washington to obtain 
prompt rectification of any defects, 
either in design or operation, that may 
come to the attention of headquarters. 

Army personnel at camps is likely to 
be changing more or less constantly, 
bringing to bear an upsetting effect on 
the continuity of management of camp 
utilities. As operation and management 
of utilities are essentially civilian activi- 
ties, and as continuity of control is 
essential, regardless of the changes in 
troop personnel, it would seem desir- 
able to man all water and sewage treat- 
ment works with qualified, experienced, 
civilian operators, and this principle has 
apparently been recognized. The efforts 
of these operators should be fully coor- 
dinated, by a central agency in Wash- 
ington, using lines of contact which cut 
across usual military channels and in 
particular, records should be kept, re- 
viewed and summarized for present con- 
trol and for future use in design by 
experienced engineers. 


Willingness of Individuals to Be 


Examined for Tuberculosis’ 
G. E. HARMON, M.D., F.A.P.H.A. 


Medical Statistician, Division of Tuberculosis, Department of Health, 
Detroit, Mich. 


the period January, 1937— 
May, 1938, the tuberculosis case 
finding activities of the Department of 
Health, Detroit, included the canvas- 
sing of about 196,000 persons in the 
low income group. The canvassing was 
done by the nurses of the Department 
of Health with the object of getting as 
many persons as possible examined for 
tuberculosis. The economic status of 
the population canvassed was such that 


very few were in a position to pay for 
the examination urged by the nurse. 
The examinations, however, could be 
had without expense to the individual, 
provided the physician making the 


TABLE 1 
Degree of Response—White Population 


Per cent 
Responding 


Total 
Responding 
1,655 
2,854 
3,365 
2,517 
2,069 
1,414 
1,068 


Total 
Visited 
9,024 
10,353 
11,818 


We 


19,435 


114,971 


“Read before the Vital Statistics Section of the 
American Public Health Association at the Seventieth 
Annual Meeting in Atlantic City, N. J., October 15, 
194] 

Assistance in the preparation of this report was 
furnished by the personnel of Work Projects Admin- 
istration Office project No. 665—51-3-120. 


examination made an official report of 
his findings, this report being a require- 
ment for payment by the city for his 
services. This arrangement made it 
possible to check the reports of exami- 
nations against the list of persons 
visited by the nurses, and thus to de- 
termine among other items the degree 
of response. 

Of the total number visited, the in- 
formation as to age and color was 
complete for 187,543; and of this num- 
ber 48,179, or 25.7 per cent, responded. 

For the purposes of this study, all 
persons having a satisfactory x-ray 
examination of the chest, and all per- 
sons having a negative tuberculin test 
without an x-ray examination of the 
chest, were included in the group con- 
sidered to have responded, and to have 
been examined. Persons to the number 
of 3,269 having a positive tuberculin 


TABLE 2 
Degree of Response—Colored Population 


Total Per cent 
Responding Responding 
6,747 2,977 44 
6,974 4.128 59 
6,832 3,863 56 
5.605 2 36 
6,221 +4 
6,916 44 
7,661 2,743 35 
8,639 2 7 34 
6,299 
4,088 
2.688 
1,475 

945 
1,482 


Total 
Visited 


Ne 


Ow 


65 over 


Total 
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j 4 18 
»14 28 
15-1 13,099 19 
5-29 10,053 14 
4 7,936 13 
5-39 7,503 976 13 
40-44 8,837 1,199 13 dge 
45.49 7,621 994 13 4 
50-54 6,238 688 11 
55-50 3,387 333 0 10-14 
60-64 2,446 155 6 15-19 
65-over 3,302 148 4 20-24 
- 25-29 
Total 16.8 30-34 
35-390 
1 40 44 
45-49 
50-54 
55-59 
60 64 
72,572 28,744 39.6 
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TABLE 3 
Case Rates by Age and Type of Case 


Active Cases Found 
A 


Cases per 1,000 Total Examined 


Total 

Age Examined Primary Adult Types Adult Types All Types 
0-4 4,632 4 1 0.22 1.08 
5- 9 6,982 1! a 0.57 2.29 
10-14 7,228 6 12 1.66 2.49 
15-24 8,745 2 39 4.46 4.69 
25 44 14,841 1 63 4.24 431 
45-over 5,751 27 4.69 4.69 

Total 48,179 24 146 3.03 3-53 


test without an x-ray examination of the 
chest were excluded on the ground that 
such persons had not been adequately 
examined. 

The effect of age on the degree of 
response is set forth in Tables 1 and 2. 
For both the white and colored popu- 
lations, the best response was obtained 
for the age group § ‘4 years. Beyond 
this age group the percentage of re- 
sponse for both populations declined 
with increasing age. For both popula- 
tions the response for the age group 
0-4 years was less than among the 
older children. It should be noted that 
for every age group the percentage of 
response is roughly twice as great, or 
more, among the colored as among the 
white population. 

Another question suggests _ itself, 
namely, are the age groups in which 
the response is greatest the age groups 
in which the case rates for tuberculosis 
are the greatest? Table 3 presents the 
information concerning the cases found 
by age and the number examined for 
both populations combined. If adult 
types of tuberculosis only be consid- 
ered, the age groups of greatest response 


were not the ones in which the tuber- 
culosis case rates were the highes' 
Even if the primary active type is in- 
cluded, and this type occurs in the 
main in children, the age of greatest 
response was still not the age in which 
the greatest relative number of cases 
were found. Furthermore, the applica- 
tion of the chi-square test to the data 
of Table 3 for the latter situation, 
which minimizes the difference in cases 
found as between the younger and older 
age groups, indicates that the difference 
observed between the proportion of 
cases found in these two groups is 
significant. 


SUMMARY 

Two populations, white and colored. 
have been studied in regard to their 
response to the suggestion that the indi- 
viduals included be examined for tuber- 
culosis, with the following results: 

1. The response was greatest in the younger 
age groups, especially the 5 to 9 and 10 to 14 
groups. 

2. The colored population responded more 
than twice as well as the white. 

3. The age of greatest response was not the 
age of the highest tuberculosis case rates. 


| 
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Development of Training 


Courses for Food Handlers in Texas’ 


LEWIS DODSON, M.S.P.H. 
Sanitation Consultant, State Department of Health, Austin, Tex. 


Me public health workers realize 
after a few years’ experience that 
basic ordinances play only a minor part 
in any effort to improve the facilities 
with and environment under which foods 
are handled, that it is next to impossible 
to have an effective supervisory service 
without intelligent codperation by the 
industry and that the success of such a 
codperative program depends largely 
upon the education of the proprietors of 
food handling establishments and their 
employees. Having observed the at- 
tempts to teach sanitation to the food 
handling industry by means of indi- 
vidual conferences and demonstrations 
during routine inspections, the author 
decided that there must be a more effec- 
tive way through which this most im- 
portant function could be exercised. 
This problem seemed to present itself 
in this manner: (A) Who are we plan- 
ning to train? (B) What are their prob- 
lems and viewpoint? (C) What do they 
need to know? and (D) How are we 
to get this information to them? The 
answer to the first of these queries is 
“The owners and operators of food 
handling establishments and their em- 
ployees.” In answer to “ B,” suffice it 
to say that there are many problems 
in an undertaking of this kind. Training 
adults who may or may not be recep- 
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tive calls for attention to factors not 
present in child training. They are out 
of practice in the art of learning. Often, 
too, adults do not have an incentive to 
learn, and this incentive must be cre- 
ated. Many have but little time to at- 
tend classes or meetings. Hence, the 
frequency and time, as well as length of 
meetings should be fitted to each group. 
If regular attendance is expected, the 
process of learning should be made 
pleasant. The proper arrangement of 
seats, sufficient light without glare, ease 
of seeing and hearing and proper room 
temperature should all be kept in mind. 
Learning should be made easy and 
simple, and complicated problems and 
formulas should be avoided. Adults may 
be self conscious about learning new 
things and are easily scared. This pit- 
fall must be avoided, too. Also, they 
have opinions and ideas of their own 
and these should be carefully respected 
by the teacher. 

A brief answer to the item labelled 
“C” might be “ How to handle food 
properly,” but that would not be very 
helpful to one who has to learn new 
methods and procedures. Some knowl- 
edge of bacteriology is certainly neces- 
sary if food handling personnel are to 
understand the “ why” of sanitary proce- 
dures. Communicable disease control and 
the causes of fermentation and decay 
should follow information on elementary 
bacteriology. With the discussion of 
communicable diseases, decay, and fer- 
mentation, some exposition of the vehi- 
cles, methods and modes of disease 


[189] 


if 


190 


transmission should be given. There- 
fore, some medical zodlogy or at least 
pertinent data concerning flies, rats, and 
roaches would be needed to complete 
the preliminaries and give the food 
handlers the background necessary to 
understand the reasons for sanitary rules 
and regulations. Of great interest to the 
employer and owner is the loss and 
wastage of food, and certainly the in- 
creasing amount of food poisoning and 
food infection is of interest to the public 
health worker. Therefore, the next topic 
for discussion might very logically be 
foods. 

Disinfection, sterilization or sanitiza- 
tion of utensils is probably one of our 
greatest problems and should certainly 
be included in any training course. An- 
other factor in the spread of disease 
may be the individual food handler 
himself. Therefore, with some time de- 
voted to personal hygiene and sanita- 
tion, we have a program as follows: 

. Bacteriology 

. Communicable diseases 
. Medical zodlogy 
Foods 


. Disinfection and sterilization 
. Personal hygiene and sanitation 


Realizing that a training program would 
have to be short and even though 
progress was expected to be made only 
very slowly, it was decided to limit the 
first unit to 12 hours. 

The last problem is how to teach so 
that the class might benefit. We de- 
cided to use as many teaching aids as 
possible, hoping that if our information 
failed to reach the “ students” in one 
form, it would be retained if presented 
in another. The kind of lantern slides, 
movies, and lesson material to be used 
was therefore carefully planned. Experi- 
ence in other adult classes had shown 
that two meetings a week was satisfac- 
tory to most people, and that 14% to 2 
hours was about as long as the average 
group would remain attentive. Hence 
these time limits were accepted. Follow- 
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ing these preparations, the first school 
was held in 1938. 

First, an easily accessible central 
meeting place was selected. Classes were 
held in the afternoon and at night and 
on alternate days in order to make the 
work course available to those working 
day or night. Personal calls were made 
by the local sanitarians to each food 
handling place, explaining the course 
and leaving a program for the school. 
Several announcements and news articles 
appeared in the local paper. Every 
effort was made to get as many food 
handlers as possible interested. Approxi- 
mately 800 were finally enrolled and 
437 of these received certificates. This 
first school was held in codperation with 
the State Board of Vocational Educa- 
tion and certificates of attendance were 
issued to those attending 80 per cent of 
the meetings. 

As the success of this first effort be- 
came known, health unit directors and 
engineers began to request that similar 
schools be held in their cities. As these 
requests continued to come in, it became 
evident that additional instructors would 
be needed. Hence, other itinerant in- 
structors were trained to handle the 
teaching program. It became evident 
that even with three itinerant instruc- 
tors, only a few thousand of the many 
thousands of food handlers in the state 
would have an opportunity to attend 
these courses within a reasonable length 
of time. 

To check the value of this work, 
surveys were made. These, with letters 
and statements from employers and 
executives, convinced us that the course 
was effective. Officials of state associa- 
tions of restaurateurs, cooks and wait- 
ers had also become interested by this 
time and were giving their fullest co- 
operation. Probably the most compre- 
hensive survey of the results was found 
in the report of the sanitary engineer of 
a city of approximately 75,000. This 
showed that in a survey of that city’s 
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food establishments made 4 months 
after food handlers schools had been 
held, 91 per cent of the food establish- 
ments were complying with city regula- 
tions concerning proper equipment for 
sterilization; also, that proper methods 
of procedure were being practised in 84 
per cent of the drug stores, restaurants 
and bars as compared with the 15 per 
cent compliance found in a similar sur- 
vey conducted prior to the holding of 
the schools. 

In order to intensify the training 
effort, full-time programs were next in- 
augurated in the larger cities. This 
involved the training and employment 
of a full-time instructor and the starting 
of a continuous training program for the 
food handling personnel of the first of 
these cities, namely, San Antonio. Here 
it was possible to conduct four series of 
classes each month, giving training to 
175 to 200 students per month. In co- 
operation with the local director of voca- 
tional education, the State Department 
of Vocational Education, and the City 
Health Department, a full-time instruc- 
tor was hired; equipment and mimeo- 
graph materials were purchased; and 
other necessary arrangements completed. 
When a new program is started, a dem- 
onstration course is held for owners and 
managers only, in order that they may 
be familiarized with the training that is 
being made available to their personnel. 
Following this course, the regular pro- 
gram is inaugurated. Fort Worth was 
the second city to accept this plan of 
training. 

Even with our itinerant instructors 
and the full-time teachers in the larger 
cities, we soon realized that, due to the 
size of the state, it would be possible 
only to reach the smaller towns once 
every 3 to 5 years. Therefore, the next 
move in broadening the program was to 
train one sanitarian in each county 
health unit and to make available to 
him slides, movies, mimeographed and 
other material necessary to conduct a 
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successful course. This move is going 
forward, and many sanitarians are hold- 
ing their own schools every 3 to 6 
months. Therefore, to date, our pro- 
gram has grown from one school a 
month operated by an itinerant instruc- 
tor to many schools each month held 
either by itinerant instructors, full-time 
instructors, or unit sanitarians. 

Regardless of where the course is held 
or who conducts it, there are usually 
two meetings each week for a period of 
3 weeks; each class period is from 1% 
to 2 hours long; the lessons are taken 
up in the same sequence, and the same 
slides, movies, demonstration material 
and tests are used. However, the indi- 
viduality of the instructor and the local 
problems are not overlooked. There is 
nothing mandatory about the methods 
of instruction, but it has been found 
that most satisfactory results will accrue 
to a program which follows the worked- 
out plans most closely. 

As previously mentioned, all the 
fundamental methods of teaching are 
employed. Time is given to lectures 
which are supplemented by discussion. 
Printed information is handed out at 
each meeting and this must be studied 
if subsequent quizzes are to be success- 
fully passed. Usually all the printed 
material is combined into a_ small 
manual by the student at the end of 
the course. This, then, is taken up by 
the instructor at the close of the course 
to see that all materials are in place and 
then returned to the student to be kept 
and used later as a reference. True and 
false and multiple choice tests are given 
at five of the six meetings of the course 
and eight movies are used. Some of 
these have a commercial aspect and 
others have been prepared in our own 
visual education laboratories. A series 
of 125 stereopticon slides 2” x2” in 
size, have been prepared, making it pos- 
sible for the instructor to use about 20 
slides at each class. These are changed 
frequently and kept up-to-date or 
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changed to meet particular local prob- 
lems. Demonstrations are particularly 
illustrative. For example, one Petri dish 
containing nutrient agar is passed among 
the students at the first class meeting 
in order that they may see and examine 
it. Then three students volunteer as 
follows: one lightly touches the agar in 
a sterile Petri dish with three fingers; 
one takes a hair from his head and 
drops it on the agar of a second similar 
plate; and one coughs into the third 
dish. These 4 dishes are then put into 
an incubator at the close of the class. At 
the beginning of the second class, which 
is 48 hours later, the dishes are passed 
among the students for them to note the 
bacterial growths. Similar demonstra- 
tions are made wherever practical in 
order to impress the students with the 
reasons for and the necessity of sanitary 
practices. 

Certificates of completion are issued 
to those attending 80 per cent of the 
meetings in a course. In the larger cities 
where courses are being conducted con- 
tinually and missed classes may be 
made up, it is necessary to attend 100 
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per cent of the class meetings. Some 
cities are issuing wall placards suitable 
for framing to establishments where em- 
ployees have all secured school attend- 
ance « tificates. This not only merits 
public approval but encourages the pro- 
prietor to keep his personnel trained in 
order to retain the placard. 

In the larger cities where full-time 
instructors are employed in codperation 
with the State Board of Vocational 
Education, an enrollment fee of 50 cents 
is charged. This fee is paid in advance 
by the employer or, if by the employee, 
it is refunded to him upon presentation 
of his attendance certificate after com- 
pleting the course. The money thus col- 
lected is used to pay for mimeographed 
materials, movies, projectors, and other 
items needed to conduct the course. 

We do not feel that there is anything 
unusual or exceptional about this train- 
ing program. We have found that if the 
fundamental, practical knowledge is dis- 
seminated in a simple and attractive 
way, the average food handler will take 
advantage of every opportunity to learn 
more about his or her job. 
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New Light on the Relation of 
Housing to Health” 


ROLLO H. BRITTEN, F.A.P.H.A. 


Senior Statistician, Division of Public Health Methods, National Institute 
of Health, U. S. Public Health Service, Bethesda, Md. 


O final word is going to be said 
today, or for a long time, on the 
precise effects of housing on health, any 
more than any final word can be said 
on other very broad problems, such, for 
instance, as the relative importance of 
heredity and environment. Even if we 
were able to establish precise limits to 
what we mean by housing and to what 
we mean by health—on which there can 
hardly be complete agreement—the in- 
terrelation of socio-economic facts with 
housing, on the one hand, and with 
health, on the other, would make im- 
possible any clear-cut determination of 
the effects of housing per se on health. 
Bad housing is a symptom of low 
economic status; poor health, to a de- 
gree, is another symptom. And, to make 
matters more confusing, any element of 
bad housing which we choose to employ 
as a basis for comparisons stands not 
by itself, but is an index of bad housing 
in general. Thus, when I show, as I 
shall, higher rates for pneumonia or 
tuberculosis in crowded than in un- 
crowded households, it is not going to 
be possible to say that the crowding 
itself has produced all the excess. Per- 
haps the excess is primarily due to some 
other element in bad housing; perhaps 
it is in part a reflection of inadequate 
food, or insufficient medical care, or 


* Read at a Joint Session of the Health Education 
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other deficiencies due to lack of money; 
perhaps, indeed, in many instances ill- 
ness has lowered the income of the fam- 
ily so that it is not possible to ascribe 
the excess to economic factors at all. 
However, there is a good deal that we 
can tell the public now about healthful 
housing. 

Good housing is important. It is, I 
believe, the right of all persons. It would 
be their right whether or not their health 
were seriously affected. It is doubly 
their right since their health is seriously 
affected. For, just because we are not 
able to evaluate the precise influence of 
the various elements of bad housing on 
the occurrence of disease, we are not 
entitled to come to the negative position 
that there is no influence. In fact, if 
under a definition of housing, we choose 
to include crowding, proper sanitation, 
playground space, and home environ- 
ment in general, and if at the same time 
we choose to include under health the 
maintenance of a state of physical, men- 
tal, and social efficiency, the causative 
relation becomes quite obvious. 

Many examples could be cited to 
bring out this point, or reference made 
to such standards as the “ Basic Prin- 
ciples of Healthful Housing” of the 
Committee on the Hygiene of Housing 
of this Association '—which in them- 
selves constitute new light on the rela- 
tion of housing to health. It is my 
purpose, however, not to list examples, 
but to present some statistical data, 
which, although suffering from the limi- 
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tations just discussed, are still striking 
enough and new enough to be of interest 
to you. They are taken from data col- 
lected in the National Health Survey, a 
house-to-house canvass of illness and 
medical care in relation to economic and 
social factors, made by the U. S. Public 
Health Service in 1935-1936 in codpera- 
tion with the Work Projects Adminis- 
tration. Information was obtained from 
a responsible member of the household. 
The analysis covered 2 million per- 
sons in 83 cities scattered over 18 states. 
In large cities a random sample of the 
population was obtained; in smaller 
cities the total population was covered. 
I shall not discuss the survey technics 
further, since they have been adequately 
described in reports already published. 
Also I shall not attempt even to sum- 
marize all of the Health Survey data 
collected on housing, which include the 
extent of poor housing in urban areas 
and its relation to economic status, color, 
anc other factors.* For the present pur- 
pose it must suffice to show a few charts 
of outstanding findings bearing particu- 
larly on the relation of housing to health. 

First, let us consider the association 
of the common communicable diseases 
of childhood with crowding. Crowding 
is expressed for this purpose as persons 
per habitable room, and was calculated 
separately for each household. The 
groups used are (a) households with 
one person or less per room, (b) house- 
holds with more than one person and 
not more than one and one-half, and 
(c) households with more than one and 
one-half. The percentages of households 
falling into these three groups were, 
respectively, 75, 17, and 8. A more 
severe degree of crowding could have 
been selected, but the percentage of 
households in the group would have 
been less. 

It may be stated that some of these 
diseases, particularly diphtheria and 
mumps, show very much higher rates in 
crowded households than in uncrowded 
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ones; but to save time I have concen- 
trated on perhaps the most striking fact 
with respect to this category of diseases, 
namely, the tendency for them to occur 
at an earlier age in such households. 
Hence in the chart (Figure 1) are 
shown, not the actual rates, but the 
ratios of the rate in the age group under 
5 to that in the age group 5 to 9. Where 
this ratio is relatively high, it indicates 
an earlier age incidence. Obviously the 
ratio will, apart from questions of crowd- 
ing, tend to be much higher for some 
diseases than for others (whooping- 
cough as against mumps, for instance). 
The bars have therefore been placed on 
a relative basis, those for the group with 
one person or less per room being made 
equal (as shown by the dotted line). 
What is seen in the chart is that the 
crowded households have a longer bar 
for each of the seven diseases, clearly 
demonstrating that the cases occur rela- 
tively earlier in the crowded households 
for every one of the diseases listed. The 
earlier occurrence of these communicable 
diseases in crowded households is of 
significance because of the higher rate 
of fatality at the early ages. 
Comparisons of health survey illness 
rates against degree of crowding have 
been made for a number of diseases in 
addition to those shown in this chart, 
family income being included in the 
comparisons. To obtain sharply dis- 
tinguished groups as to over-all housing 
conditions, we might contrast (a) the 
low income (relief) group with more 
than one and one-half persons per room, 
and (b) the all income group with one 
person or less per room. On this basis 
there is an excess for all causes of ill- 
nesses disabling for a week or more of 
nearly 75 per cent; for tuberculosis 
(under 65 years of age) of 350 per cent; 
for pneumonia, of 150 per cent; for 
rheumatism (adults) of more than 100 
per cent; and for influenza of 35 per 
cent. Clearly, in the light of my intro- 
ductory comments, all of this excess 
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cannot be regarded as due to crowding. 
In the published reports the data are 
shown by income, with the necessary 
explanations; but I suspect we lean 
over backward when we attempt to 
make housing comparisons within the 
same income groups, since, at low in- 
come levels, homes which do not show 
crowding may still be substandard. 

For one disease — tuberculosis — an 
attempt has been made to deal with the 
so-called “secondary” attack rate in 
relation to crowding, since the effect of 
bad housing might be expected to be 
reflected most clearly in the occurrence 
of “secondary ” cases into households 
into which cases had already been in- 
troduced. Households in which a “ pri- 


mary ” case of tuberculosis was reported 
as first noticed within 24 months of the 
day of the visit have been considered. 
All persons in these households, except 
those with the “primary” case, have 
been regarded as contacts, and only 
persons related to the head of the house- 
hold are included. 

The “secondary” attack rate (ex- 
pressed in terms of the number of 
“secondary ”’ cases per 1,000 years of 
observation) was 43 for the relief group 
with more than one and one-half per- 
sons per room; and 14 for the all income 
group with one person or less per room 
—an excess of 200 per cent. In Figure 
2, these “ secondary ” aitack rates are 
exhibited. The rates for the group with 
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one person or less per room have been 
assigned bars of the same length to 
facilitate the relative comparison. In 
the top section, we have attempted to 
eliminate the factor of income by ad- 
justment to a standard income distribu- 
tion. As indicated previously, in doing 
so we have probably leaned over back- 
ward. Hence, this is a conservative 
statement. For the total group under 
65 years of age, the excess in the 
“secondary ” attack rate in the crowded 
households (with the effect of income 
eliminated, as described) is not great— 
under 20 per cent. However, for chil- 
dren it is 80 per cent. You will observe 
that a series of bars is shown separately 
for the relief group. The excess is quite 
marked, both for all ages under 65 and 
for children. 

Although I am attempting to cover a 
good deal of ground in a short discus- 
sion, I cannot help but pause to refer to 
the continuing significance of tubercu- 
losis. Sometimes we lull ourselves with 
the thought that it has declined from 
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first cause of death to sixth, without 
realizing that it remains today the most 
important disease cause of death among 
young adults, and a vast problem from 
the point of view of cost of treatment 
as well. In this connection the close 
association with housing which we have 
just illustrated is significant. 

At this point let us leave the index of 
crowding and consider the incidence of 
digestive diseases in relation to the pres- 
ence of sanitary facilities. The compari- 
son, it is to be remarked, is still con- 
fined to urban areas. Substitution oi 
sanitary facilities for crowding as a 
classifying item does not change the 
approach as much as one might think, 
since there is a marked association be- 
tween the two; however, it did seem 
that, in the case of digestive diseases, a 
slightly more direct comparison was 
possible by the use of this index. Ac- 
cordingly the households have been 
classified on the basis of whether they 
had an inside flush toilet for their ex- 
clusive use. Households with “com- 
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munal toilets” or without inside flush 
toilets at all formed the other group 
(see Figure 3). 

The diseases have been classed in 
three categories: indigestion and similar 
stomach ailments; diarrhea and enter- 
itis; typhoid fever. The rates will be 
the annual frequency of cases disabling 
for a week or longer. It will be noted 
that the actual rates are given in the 
column of figures. As in previous charts, 
the relative excess in poor housing has 
been shown by the use of ratios—here 
the ratio of the rate in households with- 
out private inside flush toilets to that in 
households with such facilities. 

The greatest excess appears for ty- 
phoid fever; but both of the other 
groups show a significant difference. It 
may be stated that a further group of 
diseases of the digestive system, not 


expected @ priori to bear a relation to 
sanitary facilities, did not as a matter 
of fact show such a relation. 

Although one is not able to say that 
all of the excess observed in this chart 
is due to the lack of private inside flush 
toilet per se, the data suggest that a 
large part of such excess may be. 

Finally, as to home accidents. The 
illness record of the Health Survey in- 
cluded accidents which had caused dis- 
ability for a week or more during the 
12 months prior to the day of the visit, 
and the enumerator was required to 
determine for such accidents whether 
they occurred in the home. Some in- 
formation on type of the accident (fall, 
burn, etc.) was also obtained. For the 
present discussion, I am confining at- 
tention to the frequency of such home 
accidents in relation to monthly rental 
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FIGURE 4 
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or (in the case of owner-occupied dwell- 
ings) estimated value. For the rented 
dwellings, distinction is made between 
multiple (i.e., apartments, flats, etc.) 
and single types (see Figure 4). 

In each of the three groups, it is clear 
that as the rental or value of the house 
goes down, the rate of home accidents 
goes up. On the average it may be felt 
that the lower the rental or value, the 
more dilapidated the dwelling is likely 
to be, the darker the rooms, the greater 
the accident and fire hazard. The chart 
thus suggests that there is a greater 
accident hazard due to poor housing. 

I recognize that these comparisons 
miss many fundamentals of the housing 
problem in its relation to health. We 
have no measures of the development of 
neuroses or inferiority complexes. The 
public health nurse will tell you of the 
difficulties of giving adequate care in 
substandard homes—equally true with 


respect to medical care in general, al- 
ways a serious problem in low income 
families. Vast sociological questions un- 
touched in the data I have presented 
impinge on health. The diminished op- 
portunities of persons living in slums 
mean in part diminished opportunities 
for positive health. Furthermore, statis- 
tics are abstract and fail to depict 
clearly the tragic situation with respect 
to individual families. But perhaps 
enough has been said to point the way. 

Despite the impossibility of assessing 
the precise effect of housing conditions 
per se, it seems to me that the National 
Health Survey data, as briefly sum- 
marized here, have established an impor- 
tant broad association between housing 
and health. Illness rates were found to 
be higher in congested households, espe- 
cially for certain diagnoses; digestive 
diseases were substantially more fre- 
quent in households not having private 
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inside flush toilets; serious home acci- 
dents rose with drop in rental or value. 
What has been demonstrated most 
clearly is that this excess illness rate, 
in whatever degree it is to be ascribed 
to bad housing itself, occurs in the low- 
income, poorly housed populations who 
are least able to meet the burden of 
disease. For it is manifest that at the 
heart of the housing problem lies the 
economic problem. A large proportion 
of the population of this country are not 
receiving incomes adequate to insure a 
suitable standard of living. Housing is 
only one symptom of this maladjust- 
ment. It must be attacked as a symp- 
tom, but not without realizing that the 
underlying issue is that of securing a 
better distribution of income and greater 
security against the disastrous effects of 
depressions. Even in this critical period, 
the safeguarding and furthering of sound 
social values are important — perhaps 
more important than ever—both in the 


extension of health programs to the en- 
tire population and in the improvement 
of housing conditions. 
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THE PROCUREMENT AND ASSIGNMENT SERVICE 


er relating to war efforts are moving so fast and shifting so rapidly 
that it is difficult for one to keep up with them, and workers in public health, 
particularly those in the more remote places, find themselves not only confused 
but at a loss to know what they should do to render their best services in the 
national interest. Many of them have filled out questionnaires of one sort or 
another; some have even attempted to follow the activities of the various voluntary 
committees which arose in the somewhat desultory and leisurely defense period. 
If up to this time the average public health worker has gained a clear picture of 
medical preparedness efforts, he will have done more, seemingly, than those who 
are in the midst of things. Most of the professional organizations related to 
medicine and public health have carried on surveys to determine existing personne! 
in their respective fields and have, as it were, offered their services to the federal 
government. Behind these offers, of course, has been always a deep sincerity and 
a true patriotism, tinged perhaps sometimes with a forehanded recognition of the 
desirability of obtaining a place in the sun. As one would expect, this method of 
procedure has not brought about a hard-driving, tight organization which is 
capable of moving definitely, swiftly, and authoritatively. Instead there has been 
confusion approaching chaos. There has been lack of authority on the one hand 
and duplication of endeavor on the other, and inevitably there has been some 
maneuvering for position, with subtle and even overt demands for recognition 
and representation by a few of the various interests and volunteers concerned. 
Apparently the federal government, finding itself with this plethora of well 
meaning but voluntary committees, has decided that the whole problem of recruit- 
ing and allocating personnel from the medical and related fields can be solved 
only by an official governmental agency. To this end, the President, on October 
30, 1941, appointed a Procurement and Assignment Service for all physicians, 
dentists, and veterinarians of the country. This service was organized with a 
central board, the latter being buttressed with subsidiary committees repre- 
senting medical education, hospitals, public health, women physicians, information, 
industrial health and medicine, dentists, veterinary medicine, and Negro health. 
[200] 
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The board is placed under the Office of Defense Health and Welfare Services. 
Its basic functions are as follows: to receive from various governmental and other 
agencies requests for medical, dental, and veterinary personnel; to secure and 
maintain lists of professional personnel available, showing detailed qualifications 
of such personnel; and to utilize all suitable means to stimulate voluntary enroll- 
ment, having due regard for the overall public health needs of the nation, including 
those of governmental agencies and civilian institutions. 

The organization of this board with its subsidiary committees does not mean, 
of course, that voluntary committees will be excluded from participation in this 
connection. On the contrary, their services will be utilized more than ever, but 
where before there was distressing dissipation and duplication of voluntary effort, 
the resources of these agencies will now be focused and directed by one centralized 
and authoritative governmental agency. The American Medical Association has 
set an excellent example by providing in the Journal of the American Medical 
Association a blank which any physician may utilize for enrollment with the 
Procurement and Assignment Service. It is understood that the dental and 
veterinary associations, through the inclusion of a similar blank in their respective 
journals, will likewise reach these professions. 

One of the most serious problems that this new agency will face is that many 
physicians, being quite human, would rather apply directly to the Army or Navy 
Medical Corps for commissions than to volunteer in the Procurement and Assign- 
ment Service, which might or might not assign them in the military service and 
which after all is a civilian agency. In other words, they will want to go into the 
Army or Navy and will be loath to leave the decision to someone else. From 
the broad standpoint of national interest, these physicians would be wrong, but 
unfortunately in times of danger individuals are inclined to take dramatic and 
emotionally satisfying rather than logical action. Such a procedure would tend 
seriously to impair the board’s purpose of enrolling the total medical service of 
the country and of allocating it in a manner which will most nearly meet the total 
needs of the nation in this connection. Because of this problem, the government 
might in the future find it necessary to follow in this instance the method planned 
whereby ordinary enlistments in the military and naval forces will be discontinued, 
with all subsequent recruitments made through Selective Service Boards. If such 
a step were taken then all applications for commission in the Army and Navy 
Medical Corps would first be referred to the Procurement and Assignment Service, 
and commissions would be issued only after clearance with that Service. 


THE HONORARY DOCTORATE OF PUBLIC HEALTH 


i one excludes those in the field of education, there is perhaps no professional 

group so nearly degree mad as are those in public health. This urge to attain 
better things is, of course, commendable provided the student holds the degree in 
proper perspective and strives for education rather than for an accumulation of 
credits. But even such an attitude on the part of candidates would not completely 
settle this matter, for in many instances the universities are themselves to blame. 
They, on their part,-have set up such a great number of degrees in public health 
and have so intricately and diversely and gaudily painted these academic totem 
poles that one is at a loss to know whether or not sound material and good crafts- 
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manship went into their construction, or whether to compare one with another by 
length, circumference, weight, design, color, or gloss. 

It is difficult to clear up this confused situation. More is involved than mere 
agreement between the various deans and directors of public health schools, for 
no small proportion of these degrees are given by universities which, properly 
speaking, have no public health faculties. Aside from this, the decision as to 
whether an institution will offer a degree of Master of Public Health or Master of 
Science in Public Health is not entirely within the hands of the public health 
faculty when there is one. Decisions of this sort, quite properly, must be made by 
university trustees, and, to put it mildly, university trustees as a group are not 
easily moved. Each such board is more concerned with having its degrees fit into 
its own degree pattern than with giving, in each special field, exactly the same 
degree as that awarded by some other university. 

For these reasons we must continue, perhaps for some years, to have many 
kinds of Doctors of Public Health and of Engineering and of Science and of 
Philosophy; and Masters, and Diplomates of various sorts, in public health work. 
One definite contribution to clarification of this issue was, however, made when 
the Committee on Professional Education of the American Public Health Associa- 
tion and the Governing Council went on record as deprecating the practice of 
awarding the honorary Doctor of Public Health degree. The action of this com- 
mittee was followed by a similar resolution on the part of the Association of 
Public Health Schools. The particular factors which influenced these bodies in 
adopting such a resolution are that a Doctorate of Public Health is generally 
recognized as the highest obtainable degree for academic work in this field; that 
one possessing this degree is regarded as having pursued, with unusual credit, the 
basic university courses required and has in addition acquired outstanding com- 
petence in some special phase of public health; and that in these circumstances 
the utilization of this degree as an honorary one tends to detract from the true 
worth of the earned degree and makes it less significant. 

As things have stood in the past, an individual endowed with an honorary 
Doctor of Public Health was privileged to erect his totem pole with the best of 
them. The fact that his might be hollow and others solid made no difference to the 
casual observer. Doubtless, in many instances those on whom this degree was 
honorarily bestowed were quite worthy of the honor: men seasoned by years of 
experience in public health work and of proven accomplishment. In an unfortu- 
nately large number of other cases, however, recipients have not been outstanding 
in the field to which the degree relates. Thus, too frequently, one notes Dr.P.H. 
after the name of a good internist, a sound gynecologist, or some favorite son of a 
medical school, or learns from the brass plate on the portrait of one who was once 
in the upper brackets of then current medical politics that the gentleman in 
question was also a doctor of public health; or wonders if a former dean’s reluctant 
resignation was not furthered by this honorary degree, and suspects that on more 
than one occasion commencement speakers were paid with a doctorate in public 
health in lieu of travel expenses. 

It is to be hoped that in the future those universities which have been awarding 
this degree as an honorary one will find it possible to recognize meritorious service 
or the amenities of the moment in some other way. 
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A Selective Digest of Diversified Health Interests 


D. B. ARMsTRONG, M.D., AND JOHN LENTz, M.S. 


THAT ANNUAL REPORT 

What kind of an annual report 
should we prepare? This live and gen- 
erally perplexing question always crops 
up at this time every year. It is a 
question that deserves our best thought, 
for effective annual reports can most 
assuredly “win friends and influence 
people.” Yet, distinguished annual re- 
ports are few and far between in the 
health field—due perhaps to the fact 
that too many of us consider them 
necessary evils, rather than statements 
which may create confidence in and 
respect for an agency’s work. 

What is an annual report? Perhaps 
it might be wise for all concerned to 
think about this question before at- 
tempting to write an account of the 
past year’s activities. An annual report, 
we would say, is a statement which, 
with clarity and sincerity, interprets an 
organization’s program, its policies, its 
background, its plans, its financial posi- 
tion, and its potentialities so as to gain 
the sympathetic support of an informed 
public. 

Some time ago a public relations 
agency classified annual reports under 
three major headings: (1) The Poker 
Face Type, (2) The Beautiful, but 
Dumb Type, and (3) The Man-to-Man 
Type. The first, or Poker Face type, 
contains little else but a financial state- 
ment with perhaps scanty references to 
the organization’s work. The second, 
or Beautiful, but Dumb type, is 


Please address samples of printed matter, comments, 
or other editorial contributions to the editors at One 
Madison Avenue, New York, N. Y. 


“dressed up” with fine paper, excel- 
lent typography, and striking illustra- 
tions—but sets forth little information. 
The third, or Man-to-Man type, is 
written and illustrated to conform to 
the thinking of average people. It 
leaves readers with very definite ideas 
about an organization and creates ap- 
preciation for the organization's services. 

The agency referred to above also 
found through a survey that many 
annual reports are difficult to under- 
stand. The most popular kind of report 
was found to be the narrative type 
which presents a detailed story of an 
agency’s work and progress. 

Here are a few “ tips” to remember 
as your 1941 report matures: 

1. Decide which group or groups in your 
community are most interested in the work 
of your agency and fashion your report 
accordingly. 

2. Do not try to tell “everything” that was 
done during the year. Stress your major ac- 


complishments. Routine work can be reflected 
in brief resumés or statistical tabulations. 

3. Don’t be too “ long winded.” People like 
reports that are quickly grasped. 

4. Use as many illustrations as possible 
photographs, diagrams, charts, pictographs, 
insignia, maps, reproductions of letters, por- 
traits, and the like. 


Let’s have more “ Man-to-Man” 
annual reports from health departments 
and related agencies this year! 


THE PLAY’S THE THING 
There has been marked improvement 
in programs which health educators 
arrange for the public. Not long ago 
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the typical health meeting consisted of 
a lecture and the distribution of litera- 
ture. This type of meeting soon lost 
its appeal and the motion picture was 
introduced to bolster attendance. There 
is now a trend toward presenting brief 
health plays at these meetings and 
when well done, they “ go over with a 
bang ”—as the theater manager would 
put it. 

Many health meetings are now de- 
voted to the subject of nutrition. This 
is a topic on which interesting and 
instructive lectures can be based. It 
is also a subject around which several 
good motion pictures have been de- 
veloped. Now there is a play available 
on the subject which should be a wel- 
come addition to any nutrition program 
for the general public. The play is 
entitled “The Angry Men” and its 
authors are Norman L. Burnette and 
Ella Monckton. 

“The Angry Men” dramatizes the 
story of “four deaths, grim as the 
Horsemen of the Apocalypse: scurvy 
at sea, beriberi in the Orient, pellagra 
in the cotton fields, and rickets in the 
nursery.” It tells how these four deaths 
were conquered by men of science— 
Eijkman, Funk, Goldberger, and others 
—through the discovery of vitamins. 
The play is presented in four intensely 
interesting episodes, giving the his- 
torical background of our present 
knowledge of vitamins. The dialogue 
throughout is expertly written. 

Copies of “The Angry Men” are 
available without cost from the authors 
at 180 Wellington Street, Ottawa, 
Canada. The authors recommend that 
the play be used as a “ curtain raiser” 
at nutrition meetings and that a film 
and a lecture be included on the pro- 
gram also. Complete stage directions 
and other production details are given 
by the writers in order that amateur 
groups may present a finished perform- 
ance. A cast of twelve is required to 
enact the various réles. If facilities for 
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staging the play are not available, the 
dialogue might be read by someone 
skilled in dramatic interpretations. 


T.V.A. VS. MALARIA 

The Health and Safety Section of 
the Tennessee Valley Authority has 
made a number of notable contribu- 
tions to the science of malariology. 
The Authority’s medical, entomological, 
and engineering studies in this field are 
rightly hailed as outstanding public 
health achievements. Integrated with 
the Authority’s scientific studies, is an 
intensive health education program. 
Three excellent bulletins, designed for 
community groups and schools, have 
recently been issued by the T.V.A. to 
implement its educational campaign 
against this disease. 

“Malaria—The Story of an Indi- 
vidual Problem and a Community 
Problem” is the title of one of the 
Authority’s bulletins. It is a splendid 
example of the art of interpreting highly 
technical facts so as to make them 
intelligible on the third grade vocabu- 
lary level. The bulletin, however, does 
not “put over” its story by words 
alone. Every page of the publication 
carries one or more well chosen photo- 
graphs to illustrate each major point 
set forth in the text. Of unusual inter- 
est are the pictures showing various 
phases in the life cycle of the mosquito. 
The basic facts about malaria have 
never been more successfully and at- 
tractively set forth than in this bulletin. 

Two other bulletins which the Au- 
thority is utilizing in its program for 
malaria control are addressed to teach- 
ers, students, and civic leaders. Basic 
information on the disease and sugges- 
tions for community-wide educational 
programs are stressed in these publi- 
cations. Communities making use of 
these handbooks will find that they are 
excellent “blue prints” for action 
against the Anopheles mosquito. 

From the Authority also comes 4 
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mimeographed report entitled “ Malaria 
in Our Community.” This tells of a 
project in which school administrators, 
teachers, students and health authorities 
coordinated their efforts in a malaria 
control program. The réle which edu- 
cation plays in the prevention of dis- 
ease is convincingly demonstrated in 
this report. 

Inquiries concerning these publica- 
tions (which we hope many health edu- 
cators will read) should be addressed 
to the Health and Safety Section, 
Tennessee Valley Authority, Chatta- 
nooga, Tenn. 


HAVE YOU SEEN .. 
The Story of the National Foundation 
for Infantile Paralysis? 

In this booklet the Foundation “ in- 
troduces itself” to the public. In 
question and answer form, information 
about the Foundation, its work and the 
disease it is pledged to fight is set forth. 
The publication gives a very clear and 
comprehensive picture of the scope of 
the Foundation’s program. Other note- 
worthy features of the booklet include 
an introductory statement by the Presi- 
dent of the United States and a fore- 
word by Basil O'Connor, head of the 
Foundation, in which an appeal is made 
to every American to help stop infantile 
paralysis in “its mysterious march of 
distortion.” The Foundation is to be 
commended on the appearance and 
content of its publications. They are 
invariably neat in format and are well 
written. Copies of “ The Story of the 
National Foundation for Infantile 
Paralysis” may be had by writing to 
the Foundation at 120 Broadway, New 
York, N. 


Hidden Hungers in a Land of Plenty? 

This is a handbook issued by the 
National Maternal and Child Health 
Council, 1710 Eye Street, N.W., Wash- 
ington, D. C., at 25 cents per copy. It 
is essentially a compilation of eight 
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nutrition projects designed to help com- 
munities adapt themselves to the broad 
social changes that are taking place 
today. The suggested projects outline 
ways and means to bring about the 
application of the recommendations 
made at the National Nutrition Confer- 
ence in May, 1941. The plan of 
action suggested in each project is ex- 
cellent. This handbook should be very 
helpful to all groups engaged in nutri- 

tion programs. Mrs. Franklin D. 

Roosevelt gives the handbook her 

blessing in a foreword. 

Community Committees for Dental 
Health—and other publications 
issued by the National Dental 
Hygiene Association? 

This association, through its publi- 
cations and other educational activities, 
is attempting to create a definite lay 
interest in the dental problem. The 
publication — Community Committees 
for Dental Health—describes the mag- 
nitude of the dental health problem 
today and offers suggestions for the 
development of specific comraunity 
programs to bring about its eventual 
solution. The Association also has 
other literature available including two 
popular leaflets entitled “ Without 
Warning” and “Some Modern Facts 
about Healthy Teeth.” If interested, 
write to the Association—934 Shore- 
ham Building, Washington, D. C. 
Public Health Progress? 

This is the title of the annual report 
of the Public Health Federation of Cin- 
cinnati, Ohio. It is a simple 4 page 
folder in which the past year’s activities 
are briefly explained—so briefly, in fact, 
that the cover page carries this nota- 
tion: “ Reading Time—Five Minutes.” 
In view of the anticipated paper short- 
age, annual reports fashioned along the 
lines of this one might well take the 
place of more elaborate reports for the 
duration. 
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100 Years of Medicine in Minnesota? 

The Minnesota State Medical Associa- 
tion has published a pictorial document 
under this title commemorating a cen- 
tury of medical progress in that state. 
The story is an inspiring one and this 
publication is a fitting tribute to the 
men and women who pioneered in 
“frontier medicine.’ Public health 
activities in the state are given due rec- 
ognition in the pages of this publica- 
tion—the activity of nurses, laboratory 
workers, and vital statisticians being 
singled out for especial comment. In- 
quiries concerning this impressive pub- 
lication should be sent to the Minnesota 
State Medical Association, 493 Lowry 
Medical Arts Building, St. Paul, Minn. 


E.D.C. CAMPAIGN 

The printed materials produced by 
the National Tuberculosis Association 
each year for the Early Diagnosis Cam- 
paigns have always been outstanding 
examples of health publicity. The 1942 
materials, however, surpass those issued 
in other years. The posters, leaflets, 
and manuals for the 1942 drive cer- 
tainly reflect credit on the very able 
staff that planned them. All these 
publicity items are admirable from an 
educational point of view. Moreover, 
they are attractively executed. That a 
great deal of inspiration and imagina- 
tion went into the production of these 
materials is clearly evident. 

This year’s E.D.C. has three objec- 
tives as regards tuberculosis: Find It— 
Treat It—Conquer It. Three posters, 
one of which is for display in localities 
populated by Negroes, stress these ob- 
jectives so forcefully that “ Find It— 
Treat It—Conquer It” will be cemem- 
bered by many wherever the posters are 
displayed. A 32 page manual for vol- 
unteer workers is also included among 
the new E.D.C. materials. This in- 
cludes organization charts, publicity 
pointers, and many other features which 
will be immensely helpful in the con- 
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duct of the campaign. There are also 
three new leaflets for this year’s drive— 
one on case finding called “ Element’ry, 
My Dear Holmes,” one on treatment 
with the title “ If It Happened to You,” 
and one on the community program and 
the work of tuberculosis associations 
entitled Puzzles Are Easy—If One 
Knows the Answers.” 

Since successful campaigns depend 
largely upon publicity materials, the 
1942 Early Diagnosis Campaign should 
set a record for accomplishment. This 
annual drive is worthy of the support of 
all interested in public health. 


MAGAZINE ARTICLES 

Current popular magazine articles on 
health or of medical import: 

“What to Give a Hospital Patient.” 
Julia DeBarry. Good Housekeeping, 
January, 1942 

“A Good Look at Psychoanalysis.” 
Maxine Davis. Good Housekeeping, 
January, 1942 

“X-Ray Marks the Spot.” Margaret 
Barnett. Coronet Magazine, January, 
1942 

“Catching Cold— Which Kind?” 
Greta Palmer. Cosmopolitan, Febru- 
ary, 1942 

“Can They Have Children? (The 
Rising Problem of Sterility and Infer- 
tility). Albert Horlings. Harper's 
Magazine, January, 1942 

“ Your Appendix.’’ Louise Fox Con- 
nell. You Magazine, January, 1942 

(The above is not presented as a 
complete list and the articles cited are 
not necessarily recommended. ) 


HOW TO “ KEEP POSTED ” 

The torch of scientific research today 
burns high. As a result, a constant 
stream of discoveries—particularly in 
medical science and public health—is- 
sues from educational and _ research 
centers at a bewildering rate. Do you 
not have difficulty, for instance, in keep- 
ing up-te-date on the latest vitamins or 
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the latest sulfa drugs? Certainly many 
of us do. It is almost impossible to 
keep track of scientific advances unless 
ene has an unlimited amount of time 
to read a host of scientific journals—or 
unless one has steady access to such a 
publication as Science News Letter. 
Health educators who have not utilized 
Science News Letter as a medium for 
keeping abreast of current scientific 
progress should look over a few copies 
of this weekly magazine. Then and 
there it would no doubt become 
the number one publication on your 
professional reading list. 

Science News Letter is published by 
Science Service, an independent non- 
profit agency that “feels and reports 
the pulse of science day by day.” Its 
writers interpret original research and 
report other happenings of scientific im- 
port in a concise and easily read manner. 
The articles in this publication are based 
on authoritative data, thus assuring 
readers of only the most truthworthy 
information. 

See a copy of this publication and 
decide for yourself as to its usefulness. 
Subscription rates may be had by writ- 
ing to Science Service, 1719 N. Street, 
N. W., Washington, D. C. 


AN EDITORIALETTE: 

HEALTH EDUCATION—THE ENZYME 
While health education is one of 
many elements in the public health pic- 
ture, it is different in character from 
any of these elements. It is not just 
“one other thing” in preventive medi- 
cine. It is or should be an ingredient 
in all of the basic services in preventive 
medicine. All other services should be 
shot through with it or illuminated by 
it. It is actually or potentially inherent 
in all of them. It might perhaps be 
called the enzyme in the process. In 
the digestive process are involved the 
mucous membrane of the gastrointes- 
tinal tract, the cells of the villi of the 
intestinal walls, the blood vessels, the 
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cells of the blood stream, the muscula- 
ture, and the constituents of the food 
itself. These all have to be there and 
all have to do their part. They con- 
stitute the basic essentials. But their 
efficiency and thoroughness are stimu- 
lated and released by the effect of the 
digestive enzyme upon them. Now, in 
public health, within the school walls, 
for instance, health education bears a 
similar relationship to the doctor, the 
nurse, the clinic, the laboratory, and the 
other personnel and equipment. Per- 
haps the analogy has tlaws—doctors are 
apt to do some good in just examining 
and treating children, with little or no 
health educational motive, while diges- 
ticn won't take place at all without 
th. enzyme. Nevertheless in schools, 
in health centers and clinics, in indus- 
try, and in all phases of the public health 
program, it is the enzyme “ health edu- 
cation” that implements and activates 
its associate forces in the codperative 
effort to prevent disease, promote health, 
and build the vigor and endurance 
demanded by the stress of living in 
our time. 

(EprtorraL Note: Won't you help 
us continue this series of “ editorial- 
ettes?”’ There must be many subjects 
in the field of health education upon 
which you would like to express an 
opinion. Let us have your thoughts on 
any of these subjects. You may praise, 
criticise, or philosophize—provided it is 
done in not more than a hundred words. 
While we cannot guarantee publication, 
serious consideration will be given to 
your contributions. ) 


JOTTINGS 

Here’s another slogan for health 
workers and everyone else to remember 
throughout this period of strife and 
struggle: “Keep Your Chin Off Your 
Chest!” ... The story of the dis- 
covery of ether is now being filmed in 
Hollywood. The picture, of feature 
length, will be called “ Triumph Over 
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Pain.” . . . The New Yorker Magazine 
relays the story of a woman in Harris- 
burg, Pa., who was found to have been 
sticking anti-tuberculosis Christmas 
seals on her chest for years as a 
precaution against the disease. . 

Sidelight on an adversary, as reported 
in the New York Times: “A seri- 
ous problem of Japanese man power 
is inherent in the high percentage of 
soldiers infected with venereal disease: 
Among the old China hands in Shanghai 
there is a grim joke to the effect that 
syphilis has disabled more Japanese 
than have Chinese bullets. It is claimed 
that Japanese medical officers can no 
longer cope with the situation. Syphilis 
is said to have incapacitated the equiva- 
lent of several Japanese divisions.” . . . 
The patriotic motif is now used on 
many types of health publicity. Here 
are some important points to remem- 
ber in this connection: (1) Always 
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show The Flag pointing to its own 
right—never show it pointing to its own 
left, (2) Never show The Flag draped 
or festooned, (3) Never print The Flag 
on the face of envelopes where the can- 
celling of stamps might mutilate it, 
(4) In using the national colors, the 
correct sequence is: blue first, white 
second, red third ... Line from a 
Broadway play: “As soon as he entered 
the hospital, he took a turn for the 
nurse.” . . . Little wonder that William 
Henry Welch was such a beloved figure, 
as he was intensely human. The Welch 
biography (which we again urge you 
to read) reveals that two of his “ weak- 
nesses ” were “hot dogs” and Coney 
Island’s_ chute-the-chutes. . . . The 
British Library of Information, 30 
Rockefeller Plaza, New York, N. Y., 
has many interesting publications on 
health under wartime conditions. These 
are available without cost. . . 


Wantep: The following issues of the American Journal of Public Health— 
April, 1911; February, 1937; January, 1938; February, 1939; July, 1941; and 
August, 1941. The American Public Health Association will be glad to pay postage 
for the Journals. 
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Strange Malady — By Warren T. 
luughan, M.D. New York: Doubleday 
Doran, 1941. 255 pp. Price, $3.00. 

Strange Malady, as the title implies, 
suggests that the reader is about to 
encounter a discussion of one of the hu- 
man ailments concerning which little is 
known. However, after perusing the 255 
pages of Dr. Vaughan’s book, the lay- 
man will undoubtedly come to the con- 
clusion that great progress has been 
made by scientists, both in Europe and 
in America, during the past twenty 
years, toward the solution of these 
strange allergic manifestations. It is to 
allergy that Dr. Vaughan has given his 
appropriate title. 

The book is divided into five parts. 
The history of allergy should be of spe- 
cial interest as Dr. Vaughan has had 
the opportunity, because of his distin- 
guished father’s associations, to meet at 
first hand in his own youth a number of 
the early students of this specialty, and 
to acquire from his father intimate de- 
tails and anecdotes of the work and 
habits of these scientific men. 

In part two the discussion of allergy 
and the relation of one manifestation to 
another is linked together in such a 
concise style that the reader might 
assume after all the problem is quite 
simple, and that the solution of the 
mystery depends only on a careful study 
of the patient’s environment and the 
history of events in the progress of the 
disease. This assumption might be cor- 
rect in a limited number of the victims; 
the history is most important. But often 
the patient still “lives” a miserable 
existence in spite of most careful in- 
vestigation; and to this sick individual 
Dr. Vaughan’s title can be aptly applied. 

The author touches briefly on the 
treatment of allergy in part three. He 


devotes only 14 pages to this phase of 


his publication. He must have given 
careful thought to his final decision to 
limit this discussion to the barest details. 
Only confusion would have resulted had 
he attempted to present the many pro- 
cedures with which the allergist at- 
tempts to relieve his patient. 

Part four begins with the statement 
that “ Sensitization to foods is the com- 
monest form of human allergy.” The 
reviewer takes exception to this state- 
ment, disagreeing with the opinion of 
Dr. Vaughan and other members of this 
school of thought. It is unfortunate that 
he has placed such emphasis on “ food 
allergy.” Many of the conservative al- 
lergists will not agree with him as he 
has no scientific proof to substantiate 
such a broad generality. Likewise, many 
trained internists will heap criticism 
upon his head if they read this book. 
There are individuals who are specifi- 
cally sensitive to certain foods, a small 
minority in the opinion of the reviewer. 
The statement would have been better 
and more accurate had he emphasized 
that often an inexperienced or over- 
enthusiastic allergist confuses the diges- 
tive symptoms of a patient, who is nerv- 
ous and harassed by financial or domes- 
tic problems, for gastrointestinal or 
“food” allergy. Fortunately in part 
five the author mentions the possibility 
of such confusion. 

Thus with one exception, and an im- 
portant one, the book contains many 
entertaining and instructive characteris- 
tics of a fascinating and baffling variety 
of affections. 

Mr. Tillery’s illustrations are unique 
and amusing, but at the same time they 
portray accurately many of the compli- 
cated problems of immunity and they 
greatly enhance the value of the book 
to the reader. 

Leste N. Gay 
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Housing Yearbook — Coleman 
Woodbury and Edmond H. Hoben, Edi- 
tors. Chicago: National Association of 
Housing Officials, 1941. 399 pp. Price, 
$3.00. 

Local housing developments during 
1940 and early 1941 are rather fully 
reviewed state-by-state and city-by-city 
in the principal section of this seventh 
Housing Yearbook of the National Asso- 
ciation of Housing Officials, which con- 
stitutes the definitive record of recent 
progress on the fronts of construction, 
management, and public relations. Each 
of the federal housing agencies is repre- 
sented by a summary of its current pro- 
gram, and several new organizations 
created to deal with emergency needs 
for defense housing facilities have con- 
tributed reports on their purposes and 
early accomplishments. 

In addition to the usual directory of 
official and unofficial housing agencies, 
the volume contains a special report on 
the organization, research programs, 
legislative activities, budgets and meth- 
ods of financing, etc., of 19 of the lead- 
ing local housing associations. This 
analytical study sheds valuable light on 
the methods by which effective volun- 
tary housing organizations can best be 
developed, and should be helpful to all 
those who have occasion to work with 
citizen housing groups in their own 
communities. | ALLAN A. TWICHELL 


Nutrition in Everyday Practice— 
A Compilation from the Canadian Medi- 
cal Association Journal — 1938-1939. 
Evansville: Mead Johnson, 1939. 94 pp. 
Paper. Free. 

This excellent little volume is a com- 
pilation of “ eighteen authoritative arti- 
cles on normal nutrition which appeared 
regularly during 1938 and 1939 in the 
Canadian Medical Association Journal.” 
These articles as chapters, each by a 
different author, are of the length of a 
15 minute radio talk, which several of 
them actually were. They adequately 
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cover the subject of nutrition from a 
practical standpoint and should be ad- 
mirably suited for instructing the phy- 
sician or public health officer in “ Nutri- 
tion in Everyday Practice.” That this 
volume would not be suitable for a text- 
book in nutrition in no way detracts 
from its usefulness for the purpose 
stated in its title. Chapter subjects in- 
clude: calories, protein, fat, pregnancy, 
lactation, childhood, calcium, bread, 
iron, iodine, canned foods, resistance to 
disease, and several general discussions 
of nutrition and feeding. 

The importance of a nutrition im- 
provement program for every public 
health administrator is being increas- 
ingly recognized. If lack of knowledge 
of the science of nutrition holds some 
back, a good practical guide, such as 
this little volume is, will be helpful and 
stimulating. A paper covered edition 
has been printed and is being distributed 
by Mead Johnson and Company. 

D. F. Mrram 


The Public Health Nurse in Ac- 
tion—By Marguerite Wales. New York: 
Macmillan, 1941. 437 pp. Price, $2.75. 

Here is a book that was needed, for 
it makes interesting reading of what 
public health nurses do in the city and 
in the country. Nursing procedures have 
been omitted, but there are ample refer- 
ences to standard manuals and texts for 
those who want that kind of informa- 
tion. Both layman and _ professional 
health worker will find this book in- 
formative. It should prove helpful to 
college students seeking literature for 
vocational guidance, and particularly to 
the nurse student who has yet to choose 
her field of nursing. I hope also that 
board members and health officers will 
read this book, for it will make them 
proud of their public health nurses. 

The foreword by Lillian D. Wald, 
founder of the Henry Street Visiting 
Nurse Service, sets the scope and tone 
of the book which is sustained through- 
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out its ten chapters. The author pre- 
sents some of the principal fields in 
which nurses are engaged and also those 
diseases which constitute the greatest 
menace to public health, such as tuber- 
culosis, syphilis, gonorrhea, and chronic 


illness. Each chapter begins with a 
brief statement of the health problems 
in this particular field as they affect the 
community and the nation, followed by 
illustrations of what they mean to indi- 
viduals and their families and what the 
public health nurse does to help them 
help themselves. Some of the characters 
in the case stories will linger in the read- 
er’s memory, as little Dolores Acosta, a 
plucky child with a bad heart, and her 
determined mother, do in mine. 

In the last chapter, Miss Wales reaf- 
firms her belief in the importance of the 
work of the public health nurse. She 
speaks of her as “a galvanizing agent. 
Hers is the responsibility of keeping 
plans alive and seeing that they are 
carried out.” I believe that everyone 
who reads this book will agree with the 
author. EMILIE G. SARGENT 


Nutritional Deficiencies—By John 
B. Youmans, M.D., assisted by E. White 
Patton, M.D. Philadelphia: Lippincott, 
1941. 385 pp. Price, $5.00. 

This book, primarily intended for 
practitioners of medicine, is apt to be 
invaluable to all physicians and par- 
ticularly to teachers of medicine and 
nursing. The subject matter deals with 
human deficiency disease rather than 
data obtained from animal experimenta- 
tion and empirically applied to the hu- 
man subject. Ill health resulting from 
inadequate intake or utilization of pro- 
tein and essential minerals receives 
equal consideration to that given to the 
avitaminoses. 

The inadequacy of present knowledge 
of human deficiency diseases is empha- 
sized, and always the author’s attitude 
is conservative. The problems of human 
nutritional disease are clearly stated and 
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the various conditioning factors defined. 
Protective, preventive, and curative 
therapy are differentiated and accu- 
rately outlined. 

The chemistry and biochemical sig- 
nificance of the known vitamins are 
presented as adequately as present 
knowledge of their functions can be 
translated into clinical terminology. The 
same is true of the discussion of protein 
and the essential minerals. There is an 
excellent tabular summary of the vita- 
mins and an equally good guide to the 
important food sources of the essential 
nutritive factors. 

The final section describing the best 
current laboratory methods for diag- 
nosis of nutritional deficiencies will be 
of great importance to all physicians 
with access to good clinical laboratory 
facilities as well as those interested in 
nutritional research. No better presenta- 
tion of the laboratory diagnosis of defi- 
ciency disease has appeared. 

The book can be recommended as an 
accurate and authoritative source of in- 
formation for all who are interested in 
the clinical and biochemical problems of 
nutritional disease. 

V. P. SYDENSTRICKER 


Hippocratic Medicine, Its Spirit 
and Method — By William Arthur 
Heidel. New York: Columbia Uni- 
versity Press, 1941. 149 pp. Price, 
$2.00. 

The small book Hippocratic Medicine 
by the late Professor William Arthur 
Heidel is one to be owned, to be kept 
handy on one’s bookshelf, to be read 
several times and to be consulted fre- 
quently. It is a work suited to serve 
for the tyro as an introduction to Hip- 
pocratic medicine, and for the more 
mature student as a reference work, an 
epitome, and a digest of medical thought 
and science during the Periclean Age. 

The tyro will do well to pass over the 
parts beyond his grasp, while the better 
versed will find the whole work stimu- 
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lating and instructive. The book is not 
difficult to read, or to understand. Its 
author, however, was a master in his 
field and he plays upon themes and per- 
sonalities with the ease and flash of a 
virtuoso. 

This, too, is a timely work. Modern 
medicine has reached the stage of syn- 
thesis, where its many heretofore iso- 
lated parts fall into a harmonious 
rational pattern. Hippocratic Medicine 
will aid us to grasp the transcending 
significance of this experience. It will 
sharpen our wits to appreciate the new- 
ancient medical problems, those of nu- 
trition, of the total man and his environ- 
ment, of the interrelationship between 
macrocosm and microcosm, problems of 
utmost importance to the public health 
worker and the physician. 

To the Josiah Macy, Jr. Foundation, 
which by a grant to the author, made 
the composition possible, and to the 
Columbia University Press, which pub- 
lished it, medicine and public health are 
indebted for a significant and valuable 
contribution to the cultural wealth of 
The Art. Iaco GALDSTON 


Lymphatics, Lymph, and Lymph- 
oid Tissue— Their Physiological 
and Clinical Significance—By Cecil 
Kent Drinker and Joseph Mendel Yof- 
fey. Boston: Harvard University Press, 
1941. 406 pp. Price, $4.00. 

This volume is Number Two of the 
Harvard University Monograph series 
in Medicine and Public Health. 

The book is divided into two major 
parts: Dr. Drinker, the senior author, 
has written the first five chapters, which 
pertain largely to the anatomical and 
physiological features of the lymphatic 
system. He discusses the permeability 
of blood capillaries, the permeability of 
lymphatics, lymph flow and lymph pres- 
sure, and the chemical composition and 
physical characteristics of lymph. 

Dr. A. Baird Hastings, Professor of 
Biological Chemistry at Harvard Medi- 
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cal School, has collaborated in chapter 
5, on the electrolytes of lymph. 

The junior author, Dr. Yoffey, is in- 
terested in the lymphoid tissue _pri- 
marily, as contrasted with the functions 
of the lymph and its movement, and has 
contributed chapters 6, 7, and 8, on the 
biological significance of lymphoid tis- 
sue, the cell content of lymph, and the 
lymphocyte. The final chapter, by Dr. 
Drinker, deals with the practical con- 
siderations that may be related to the 
matters previously discussed in the 
monograph. 

This comprehensive and extraordi- 
narily fine monograph is a brief sum- 

of the years of strenuous and 
fruitful work that have been devoted to 
the study of a relatively unexplored 
field. It is an authoritative text, which 
should be on the shelves of every medi- 
cal library. The bibliography is com- 
prehensive and an important asset to 
the text. W. G. SMILLIE 


Occupational Diseases—By Ruth- 
erford T. Johnstone, M.D.  Philadel- 
phia: Saunders, 1941. 524 pp., 132 ill. 
and 26 tables. Price, $7.50. 

The question of workmen’s compen- 
sation does not usually enter into the 
relationship between a physician and his 
patients, even though many of them are 
working people. However, with an em- 
ployed group of 52,000,000 people, 
many cases will arise which pertain to 
employment—and in some of them the 
question of responsibility will be uncer- 
tain. The adequate handling of such 
cases demands that the physician know 
and understand the obligations placed 
upon medical practice by workmen's 
compensation. This book will show 
him how to do this. It excellently de- 
scribes these obligations and gives in- 
structions how to comply with them. It 
will be of great value to both the in- 
dustrial physician and the general prac- 
titioner and is definitely an important 
contribution to industrial medicine. 
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Part I discusses the functions and ad- 
ministration of workmen’s compensa- 
tion, including methods of evaluating 
disability. 

Parts II to VIII consider the occu- 
pational diseases incident to skin irri- 
tants, the use of toxic materials, dusts, 
environmental conditions, etc. Their 
sources, prevention, diagnosis, treat- 
ment, and medicolegal aspects are 
discussed. 

Part V concerns the handling of two 
of the most troublesome problems of 
industrial medicine and compensation— 
the “ industrial back ” and hernia. 

Part VIII relates the medicolegal re- 
lationships of trauma to disease and to 
the neuroses; while the last chap- 
ter deals with the preémployment 
examination. 

This book will do much to aid the 


general practitioner as well as the spe-~ 


cialist in the field of industrial medi- 
cine. Its publication is very opportune 
during this period of national emer- 
gency when the importance of the health 
of the defense workers is recognized 
and the general practitioner’s opportu- 
nities in industrial medicine are steadily 
increasing. C. D. Sersy 


Prepayment Plans for Medical 
Care—By Franz Goldmann, M.D. New 
York: Joint Committee of the Twen- 
tieth Century Fund and the Good Will 
Fund; and Medical Administration 
Service, Inc., 1790 Broadway, 1941. 
60 pp. Price, $.25. 

This small but very substantial 
pamphlet first discusses the general 
principles of voluntary prepayment of 
medical care and then gives a compara- 
tive study of 5 plans of organized 
medical care for self-supporting people. 
All 5 use group practice to furnish 
medical service, and all use clinics of 
their own as the basis of their activi- 
ties. They differ in-so far as 2 are 
organized as consumers’ coperatives, 2 
are connected with group clinics oper- 
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ated by private physicians, and 1 is 
under the management of an industrial 
corporation, The main purpose of the 
study was to find out how complete the 
scope of the services offered was and, 
second, how much the medical care 
furnished actually cost. 

It is impossible to go into detail, but 
the pamphlet can be recommended 
most warmly. Goldmann has carried 
out his study carefully and critically, 
and the facts and figures he gives will 
be found most useful. Medical service 
plans of varying types have been op- 
erated in this country in the last ten 
years in increasing numbers. Much 
valuable experience has been gained, 
and I wish Dr. Goldmann would an- 
alyze, summarize, and criticise it in a 
book that would include all these plans. 
Such a comprehensive study would be 
of greatest value when the country gets 
ready for its Second National Health 
Program. Henry E. SIGeERIst 


L. Baxter, Medicus — By Knud 
Stouman. New York: The Greystone 
Press, 1941. 406 pp. Price, $2.75. 

Knud Stouman is well known to 
many workers in public health for his 
statistical studies with the League of 
Nations and the League of Red Cross 
Societies, and for his admirable report 
(co-author with I. S. Falk) on “ Health 
indices. A study of objective indices 
of health in relation to environment 
and sanitation” (Quarterly Bulletin, 
Health Organisation, League of Nations, 
5:901, 1936). 

In “ L. Baxter, Medicus,” Mr. Stou- 
man has written a leisurely and charm- 
ing novel of the late 17th century, 
working up toward the end to crises of 
vivid dramatic interest. The hero is 
a medical apprentice in New York, a 
medical student in Holland and Eng- 
land, and a practitioner again in New 
York. He and his associates are vital 
personalities painted against a histor- 
ical background that is always pic- 
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turesque and accurate, but never 
obtrusive. Both Leeuwenhoek and Sy- 
denham appear in person in the course 
of the narrative. Public health workers 
will be particularly interested in the 
historically plausible demonstration of 
variolation and in the account of the 
first official American autopsy actually 
performed by Kerbfyle in 1691 under 
the conditions described in the novel 
as applying to Dr. Baxter. 
C.-E. A. WINSLOW 


Administrative Medicine — Edited 
by Haven Emerson, M.D. New York: 
Nelson, 1941. 839 pp. Price $7.50. 

The fields of public health and of 
medical care have now so far overlapped 
that it is timely and interesting to find 
them both treated in a single volume 
and under a new name. Dr. Emerson 
has called on as many as fifty-six au- 
thors to discuss the various phases of 
work in these related fields and pre- 
sents their contributions, with an in- 
troduction of his own, in a sizeable 
volume bound in loose-leaf form. 

Designed primarily for the medical 
practitioner, specifically in the words of 
the editor, ‘‘ to correct a common tend- 
ency among physicians to concern them- 
selves only with the medical and health 
needs of their own patients,” the use- 
fulness of the book is by no means 
limited to this class. It may tend also 
to correct a common tendency of health 
workers to concern themselves only 
with their own peculiar problems. 

To the health worker the section on 
public health will attract first attention. 
It is in fact a series of essays on the 
various phases of public health organi- 
zation and administration. These es- 
says contain a wealth of information, 
much of which is not elsewhere avail- 
able. The individual contributions are 
for the most part of high quality, al- 
though, as is inevitable in multiple 
authorship, there is some repetition and 
some lack of unity and balance. In 


spite of these minor defects, however, 
the public health worker will find this 
part of great interest and value. 

The discussion of the organized care 
of the sick is somewhat unusual. Hos- 
pitals and their allied services are treated 
fully and effectively and there are ex- 
cellent chapters on visiting nursing, on 
sickness surveys, on home medical care, 
on the medical service of the military 
forces and on university health services. 
Only in the final two chapters of the 
book is attention given to the most im- 
portant of all pending questions in ad- 
ministrative medicine, the organization 
of medical service for those able to pay 
all or part of its cost. 

The final chapter, entitled “ The Eco- 
nomic and Social Basis of Administrative 
Medicine,” makes clear that medicine 
can never make its full contribution to 
society until existing economic barriers 
to the extension of medical service are 
removed. It is on this note, surprisingly 
enough, that the book closes. 

The book is a real contribution to the 
all too scant literature of the subject and 
will be welcomed by all workers in pub- 
lic health and its allied fields. To the 
many contributors and to the editor are 
due the thanks of us all. 

A. W. FREEMAN 


An X-ray Atlas of Silicosis—Ay 
Arthur J. Amor, M.D. (Lond.), M.Sc. 
(Wales). Baltimore: Williams & Wil- 
kins, 1941. 206 pp. Price, $8.00. 

This is an altogether admirable book 
and great credit is due to the author 
and his collaborators. The material is 
presented in a clear, brief, and succinct 
manner that tells the story without the 
wastage of a word. The chapter on the 
etiology of silicosis embodies not only 
a great deal of experience but empha- 
sizes the different conditions that exist 
in various types of industry, without 
an appreciation of which the clinical 
picture of silicosis must always be con- 
fusing. The main body of the book is 
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devoted to reproductions of x-ray films 
of the chest. These reproductions are 
very well done and are accompanied by 
a full account of the working and clin- 
ical history of each individual. Some 
of the films are in series. Various stages 
of silicosis are shown with and without 
infection. The film reproductions also 
illustrate the appearances that are seen 
in different types of industry and it is 
the demonstration of this, together with 
the pertinent data, that gives this book 
its particular value. There is an 
interesting foreword by Sir Wilson 
Jameson. A. J. LANzA 


Play for Convalescent Children in 
Hospitals and at Home — By Anne 
Marie Smith. New York: Barnes, 1941. 
133 pp. Price, $1.60. 

A new note in the convalescent care 
of children is struck in this helpful 
little volume. 

The author recognizes that it is the 
whole child who is sick and not any one 
organ or organ system. The processes of 
repair therefore demand treatment of 
the total personality. It is estimated 
that 40 per cent of a child’s day in the 
hospital is occupied by physical care. 
The problem is to fill up constructively 
the other 60 per cent. 

From a wealth of experience in The 
Children’s Memorial Hospital in Chi- 
cago and in other institutions the author 
has worked out a systematic program of 
play activities for convalescent children 
based upon modern principles of child 
behavior. An excellent chapter on the 
organization and administration of a 
“ Department of Play ” gives the basic 
requirements. This is followed by a 
chapter on the practical application of 
play activities and their uses under 
varying conditions. Suitable types of 
play material for children at different 
age levels are given a place. Children’s 
favorite story books are listed. A unique 
chapter on the classification of tested 
forms of play indicates the practical 
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application under hospital conditions. 
A well selected bibliography is ap- 
pended. This book is highly recom- 
mended for nurses and hospital social 
service workers. RICHARD A. BoLt 


Obstetrics for Nurses—By Joseph 
B. De Lee and Mabel C. Carmon (12th 
ed.). Philadelphia: Saunders, 1941. 651 
pp- Price, $3.00. 

This new edition of one of the stand- 
ard texts in obstetrics for nurses is 
brought up to date by the addition of 
recent statistics, descriptions of new 
procedures, and new illustrations. The 
character of the text is not changed 
and largely represents the teaching and 
practices of one institution. 

The statement which appears on page 
549, “ The subject (of pelvimetry) is 
far too complicated and extensive for 
full presentation in a nurses’ text- 
book . . .,” suggests the philosophy that 
has influenced the presentation of the 
subject matter throughout the book. 
The nurse with a real desire to under- 
stand the physiologic processes of ma- 
ternity in relation to obstetric pro- 
cedure will find the book inadequate. 

CorBIN 


Encephalitis: A Clinical Study—- 
By Josephine B. Neal, M.D., Sc.D., 
F.A.C.P., and Associate Authors. New 
York: Grune & Stratton, 1942. 563 pp. 
Price, $6.75. 

This book surpasses the expectation 
of the most critical reader. Its title is 
modest, to say the least, for it has been 
given to an outstanding work which 
represents an exhaustive study of epi- 
demic encephalitis by a foremost au- 
thority on the subject. The reader will 
find a wealth of information on each 
individual type of the large group of 
known encephalitides; such disease en- 
tities as the St. Louis and the Japanese 
B types, human encephalitis caused by 
the viruses of eastern and western equine 
encephalomyelitis, Russian verno-estival 
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tick-borne encephalitis, the Australian 
X-disease, lymphocytic choriomeningitis, 
louping-ill, the Guillain-Barré syndrome, 
toxoplasmic encephalomyelitis and hem- 
orrhagic encephalitis are discussed in 
proper perspective. The material is 
logically arranged and clearly presented 
by Dr. Neal and her collaborators: Drs. 
Bender, Harrington, Muckenfuss, Put- 
nam, Rosner, and Stevenson. 

The text is well illustrated with 40 
figures and tables; there are over 100 
selected case histories and over 600 
references arranged in sequence at the 
end of each sub-chapter of the book. 
The author and her associates present a 
complete picture of epidemic encepha- 
litis in all its aspects: epidemiology; 
clinical course in acute, intermediate, 
and chronic phases of the disease, sup- 
plemented by discussion of the symp- 
tomatology, laboratory aids, differential 
diagnosis, prognosis, and causes of death. 
Therapy is fully discussed and aug- 
mented by the author’s extensive clinical 
experience. Surgical treatment of post- 
encephalitic symptoms is given due 
consideration. Chapters on psychiatric 
sequelae; post-encephalitic behavior dis- 
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orders of childhood and on pathology 
give much valuable information that 
would otherwise require hours of search 
in medical libraries. It is interesting to 
note the review of data on neurological 
complications following acute infections 
and vaccination as well as the discussion 
of the pathology in parasitic encepha- 
litis, the encephalopathies and in botu- 
lism. The excellent clinical work of the 
Matheson Commission for Encephalitis 
Research is cited in the text. 

Every public health worker will profit 
by frequent reference to this volume, 
which is written in a clear style and 
reads like an adventure story; the pub- 
lishers deserve special mention for the 
fine finished product and selection of the 
readily legible type. The health officer, 
the diagnostician, the epidemiologist, as 
well as the laboratory and follow-up 
workers, will find in this book a ready 
reference volume which will greatly aid 
them in gaining a more complete under- 
standing of the many different forms of 
encephalitis. This book truly fulfils a 
need that has long existed in medicine 
and in public health. 

LEONID S. SNEGIREFF 
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Reruse CoLtection Practice. By the Com- 
mittee on Refuse Collection and Disposal. 
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tion, 1941. 659 pp. Price, $5.00. 
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truda. New York: Hoeber, 1941. 447 pp. 
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Our Sex Lire. By Fritz Kahn. 2d ed. New 
York: Knopf, 1942. 459 pp. Price, $5.75. 

Swimminc. By Robert J. H. Kiphuth. New 
York: Barns, 1942. 107 pp. Price, $1.00. 

Dicest oF TREATMENT. Published Monthly, 
Yearly Subscription only. U. S. A. and Pan 
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pincott. Price, $5.00. 

Strrt’s “ DraGNosts AND TREATMENT OF Tropt- 
cat Drseases.” 6th ed. Rewritten by 
Richard P. Strong. Philadelphia: Blakiston, 


1942. 1828 pp. Two Vols. Price, $21.00. 

ORGANIZATION AND ADMINISTRATION OF GROUP 
Menpicat Practice. By Dean A. Clark and 
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PREPAYMENT PLANS FOR Mepicar CARE BY 
Franz GotpMANN. By the Joint Committee 
of the Twentieth Century Fund of the Good 
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Service. Boston: Edward A. Filene Good 
Will Fund, 1941. Each $.25. 
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Members of the Cleveland Clinic. Phila- 
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Stewart, Jr. New York: Teachers College, 
Columbia University, 1941. 82 pp. Price, 
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Books AND REPORTS 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PATTERSON, PH.D. 


Something New Is Added—British 
miscellany. . . . Health activities of the 
League of Nations are being carried on 
from Geneva and Singapore. . . . Shelter 
life and general war conditions have not 
had a deleterious effect on health as 
feared. . . . It is illegal (in England) 
to manufacture or sell any food sub- 
stitute unless licensed. ... As rose 
“hips” and hawthorn berries are 6 
times as rich in vitamin C as oranges, 
a tea of rose hips is recommended. . . . 
Germinated grain is a good available 
source of vitamins and has been widely 
used in India. . . . Tuberculosis in 
young English women 15 to 25 appears 
to be increasing. 


Anon. Editorial Notes. J. Roy. Inst. Pub. 
Health & Hyg. 4, 11:254 (Nov.), 1941. 


Sister Kenny Deserves a Big 
Hand—Having subjected the Kenny 
method of treating infantile paralysis to 
comparative studies, a committee of the 
National Foundation concludes that the 
method reduces the time of pain and 
spasm and the incidence of contractures 
and produces better end results than 
other methods of treatment. The com- 
mittee urges health officers to be ready 
for the early diagnosis of poliomyelitis 
and to arrange for the application of 
the new methods. Personnel must be 
trained and this is another health ad- 
ministrative job. Just in case you haven’t 
heard, the Kenny method abandons 
splinting and adopts continuous hydro- 
therapy and physical therapy to main- 
tain function and increase comfort. 

Anon. The Kenny Method of Treatment 
in the Acute Peripheral Manifestations of In- 


fantile Paralysis. J.AM.A. 117, 25:2171 
(Dec. 20), 1941. 


Married Folks Really Live Longer 
—It is hard to believe that the favorable 
mortality from tuberculosis, accidents, 
suicide, alcoholism, and syphilis among 
the married does not arise as a benefit 
from normal family life, even though 
selection is operative (marriage tends 
to exclude the unfit). So concludes this 
interesting statistical study. 


Anon. Why Married People Live Longer. 
Stat. Bull. 22. 11:4 (Nov.), 1941. 


“The Time Has Come. . .”—To 
put health education, and health educa- 
tors, in its place and their proper places. 
This is the high aim of a fine, forthright 
discussion, which was heard by too few 
of us at the Atlantic City meeting. 

Armstronc, D. B. Health Education—An 
Appraisal. J.A.M.A. 117, 24:2060 (Dec. 13), 
1941. 


Finding TB Outside the Great 
Cities—Is the clinic investigating a 
reasonable percentage of reported cases? 
Is the clinic program economically justi- 
fied? Has there been an increasing per- 


centage of early cases found? Has it 
been profitable to examine contacts? 
Does the project stimulate public in- 
terest? These are all valid questions: 
their answer when applied to one non- 
metropolitan area is the basis of an 
excellent paper. 


Buss, T. L. Tuberculosis Case Finding. 
J.A.M.A. 117, 23:1944 (Dec. 6), 1941. 


Speaking of School Health Exami- 
nations—Although we have a means of 
knowing which children in a community 
will grow up into physically handi- 
capped adulthood, we have so far done 
precious little about it. As we are now 
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reaping the whirlwind of our neglect 
(in our selectees) this would seem to be 
a fitting time to do something about 
bettering our methods. 

Crocco, A., et al. Child Health and the 
Selective Service Physical Standards. Pub. 
Health Rep. 56, 50:2365 (Dec. 12), 1941. 


Big Encephalitis Outbreak—News 
Item—l{ you feel that your knowledge 
of the increasingly more menacing en- 
cephalitides is a little shaky, then this 
brief but inclusive review will bring you 
up to date. The bibliography of 186 
references will prove a valued addition 
to your working papers. There are three 
methods of attack with which you 
should be on speaking terms: extermina- 
tion of the hosts, extermination of vec- 
tors, and immunization of the (human) 
victims. 

Dincie, J. H. The Encephalitides of Virus 
Etiology. New Eng. J. Med. 225, 26:1014 
(Dec. 25), 1941. 


“With Eyes to See "—Are water- 
and food-borne outbreaks of disease 
worth reporting and epidemiologic 
study? One state reports half of all 
the country’s water-bofne outbreaks, 
but this state has top notch sanitary 
services and supervision. Three states 
report over half the milk-borne out- 
breaks. No reports come from some 
state; where sanitary conditions are 
deplc rable. 

Fucus, A. W. Disease Outbreaks from 


Water, Milk and Other Foods in 1939. Pub. 
Health Rep. 56, 48:2277 (Nov. 28), 1941. 


Introducing Met and Clo—It is 
suggested that these newly named units 
of thermal activity and insulation be 
used by physiologists, physicians, and 
heating engineers, instead of the variety 
of complicated terms each employs to 
the confusion of the others. For your 
information, a met is a measure of 
thermal activity roughly the equivalent 
of that of a 100 watt lamp, and a clo 
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has about the insulation value of your 
old heavy topcoat. 


Gacce, A. P., et al. A Practical System of 
Units for the Description of the Heat Ex- 
change of Man with His Environment. Science 
94, 2445:428 (Nov. 7), 1941. 


Neglected Children — Among Chi- 
cago school children the extensive need 
for health supervision was made mani- 
fest by an examination of a large sam- 
ple. At no family income level is the 
health generally satisfactory, but at the 
low levels it is definitely unsatisfactory 
—as one might anticipate. 


Harpy, M. C., et al. Physical Fitness of 
Children from Different Economic Levels in 
Chicago. J.A.M.A. 117, 25:2154 (Dec. 20), 
1941. 


Behavior of the “ Bombed ” Child 
—Well, this is no longer merely an 
academic question! Air raids do affect 
the child though the prognosis is good 
(judging by this report of limited 
British experience) in those cases not 
complicated by existing neurotic trends. 


Mons, W. E. R. Air Raids and the Child. 
Brit. M. J. 4217:625 (Nov. 1), 1941. 


Authoritatively Yet Simply Told 
—What is known about thiamin, ribo- 
flavin, pyridoxin, nicotinic and panto- 
thenic acid is told in as few and as 
non-technical words as is possible for so 
difficult a subject. Yeast, wheat germ, 
liver, eggs, milk, greens, and legumes 
furnish these chemical constituents of 
the vitamin B complex. 


Morcan, A. F. The B Vitamins. 
Health Nurs. 33, 12:711 (Dec.), 1941. 


Pub. 


Why Should State Health Serv- 
ices Be in the Health Department? 
—Tuberculosis control is carried on by 
a dozen different classifications of agency 
in as many different states: some have 
as many as five official departments for 
this one activity alone. The astounding 
variety of miscellaneous state agencies 
that have acquired responsibility for 
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food and drug control (ranging from 
slaughterhouses to beauty parlors), the 
multiplicity of state divisions having to 
do with crippled children, and the hap- 
hazard growth of all the other categories 
of public health administration call for 
clarification. This is masterly under- 
statement. 

Mountin, J. W. A Plea for Unity in 
Health Administration at the State Level. 
JAM.A. 117, 23:1958 (Dec. 6), 1941. 


Alcohol and Steering Wheels— 
“Bleary Eyed” is a widely popular 
phrase to denote one stage of intoxica- 
tion. Evidently it is quite accurately 
descriptive as well. The visual accuity 
of fifty drivers was tested before and 
after imbibing what might be termed a 
snoot-full of whisky. Where a concen- 
tration of 115 mg. of alcohol per 100 
ml. of blood was achieved, significant 
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deterioration of visual accuity occurred; 

but there were great variations in poten- 

tial driving ability among the testees. 
NewMa\, H., and Fietcner, E. The Effect 


of Alcohol on Vision. Am. J. Med. Sci. 202, 
5:723 (Nov.), 1941. 


Understanding Human Behavior 
—I suggest that you cross out the word 
“ nursing ” from the title of this excel- 
lent paper, then read it in the light of 
whatever your particular job may be. 
Paraphrasing the closing sentences: your 
aim is to grow in the understanding of 
people—their needs and ways of ex- 
pressing them—so that you may com- 
prehend their attitudes about health, 
and be instrumental in directing them 
toward that goal. 

Roserts, D. I. Mental Hygiene in Public 


Health Nursing. Pub. Health Nurs. 33, 12: 
719 (Dec.), 1941. 


CORRECTION 


iy listing public health degrees and 
certificates granted in the United 
States and Canada during the academic 
year 1940-1941 in the December 
Journal, page 1308, through a regret- 
table error the number of graduate stu- 
dents enrolled in public health courses 
at the Harvard School of Public Health 
was given as 51 instead of 75. The 
number of graduates receiving the Mas- 
ter of Public Health degree from Har- 
vard was listed as 6. The number 
should have been 34. This changes the 
totals of Table 3 on page 1309 to: 
Number of students registered—658; and 


number of graduates receiving each degree 
and certificate—332. 


This would also change Table 4 on 
page 1310 as follows: 

Number of graduates receiving the Master 
of Public Health degree—155; total number 


of graduates receiving degrees and certifi- 
cates—332. 


This also changes the summary at the 
end of Table 4 on page 1310 to read as 
follows: “In the academic year 1939- 
1940, 550 graduate students were en- 
rolled as compared with 658 in the 
academic year 1940-1941. Graduate de- 
grees and certificates granted in the 
academic year 1939-1940 totalled 331 
as compared to 332 in the year 
1940-1941.” 

Reprints of the report with the 
correct figures are available on request. 
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APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. 


requested affiliation with the sections indicated. 


Health Officers Section 

Theodore P. Day, M.D., 1905 Prospect Place, 
Knoxville, Tenn., Assistant Health Officer 
and Epidemiologist, Bureau of Health 

Earl N. Mathis, M.D., 440-A Ninth Ave., 
San Francisco, Calif., Venereal Disease 
Control Officer, State Health Dept. 

P. A. Steele, M.D., Superintendent of Health, 
Decatur, Ill., Dept. of Public Health and 
Safety 

Claude A. Thomas, M.D., District 3, Health 
Office, Point Pleasant, W. Va., Director 


Laboratory Section 

Elizabeth Conroy, B.S., State Laboratory, 
Powers, Mich., Junior Bacteriologist, State 
Dept. of Health 

Edward V. Lipscomb, M.S., State Board of 
Health, Jacksonville, Fla., Junior Bacteri- 
ologist 

Joseph A. McCarthy, Lawrence Experiment 
Station, Lawrence, Mass., Chief of Labora- 
tory, Dept. of Public Health 

Alice Lee Quan, M.S., 1800 Cassatt Ave., 
Jacksonville, Fla. Bacteriologist, State 
Board of Health 

Virginia Reid, B.S., 520 N. 10th St., Klamath 
Falls, Ore., Laboratory Technician, Klamath 
County Health Dept. 

Ralph L. Tracy, Ph.D., California Institute 
of Technology, Pasadena, Calif., Research 
Bacteriologist 

Joel Wahlin, Ph.D., Univ. of Arkansas, School 
of Medicine, Little Rock, Ark., Professor of 
Bacteriology 

Dorothy B. Wells, A.B., 124 S. 36th St., Phil- 
adelphia, Pa., Asst. Instructor in Bacteri- 
ology, Dept. of Public Health, School of 
Medicine, University of Pennsylvania 

Gertrude P. Willmert, M.S., Univ. Campus, 
Minnesota Dept. of Health, Minneapolis, 
Minn., Bacteriologist 


Vital Statistics Section 


Hannah S. Rifkind, A.B. U. S. Children’s 
Bureau, Washington, D. C., Asst. Statistician 


Engineering Section 


George W. Gehres, BS. 304 High St., 


They have 


Spencer, W. Va., Sanitarian, State Health 
Dept. 

Lawrence R. Tabor, B.S., in C.E., P. O. Box 
148, Thomasville, Ga., Public Health Engi- 
neer, Thomas County Health Dept. 

Winston B. Taylor, B.S., 209 Raleigh, Oxford, 
N. C., Trainee for Sanitation, School of 
Public Health, Univ. of North Carolina 

Thomas H. Wall, M.S., 1404 Raymond Ave., 
St. Paul, Minn. Asst. Public Health 
Engineer, State Dept. of Health 


Industrial Hygiene Section 


Pauline E. Kuehler, Standard Oil Co., Whit- 
ing, Ind., Industrial Nurse 

Zena M. Raleigh, R.N., First St., Ingleside, 
Tex., Industrial Nurse, Humble Oil & 
Refining Co. 

Roland Rooks, Ph.D., 266-A Medical Lab. 
Bidg., Univ. of Iowa, Iowa City, Ia., Asst. 
Professor of Hygiene and Preventive 
Medicine 

Charlotte Silverman, M.D., 615 N. Wolfe St., 
Baltimore, Md., Student, Johns Hopkins 
School of Hygiene and Public Health 


Maternal and Child Health Section 
Lena M. English, M.D., Mercer Cottage Hos- 
pital, Mercer, Pa. 
Rudolf L. Roddy, M.D., Noble Hill, Abington, 
Pa., Asst. Physician, Bureau of Maternal 
and Child Health, State Dept. of Health 


Public Health Education Section 


Richard A. Aszling, A.B., 1005 Hartman 
Theater Bldg., Columbus, Ohio, Director, 
Bureau of Public Education, Ohio State 
Medical Assn. 

Marie Fortunati, M.Ed., 22 Glenville Ave., 
Allston, Boston, Mass., Health Educator, 
Boston Health Dept. 

Mildred Frier, B.S. in Ed., 3858 Westminster, 
St. Louis, Mo., Home Economist Consultant, 
Family Welfare Agencies 

Luis Gonzales-Ramirez, M.D., Fajardo Dis- 
trict Hospital, Fajardo, Puerto Rico, 
Director 

Dorcas A. Hall, R.N., B.S., Box 885, Las 
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Vegas, Nev., School Nurse, Las Vegas Union 
School System 

Dorothy A. Hehmann, A.B., 7380-A Pershing 
\ve.. St. Louis, Mo., Executive Director, 
Cancer Commission of the State of Missouri 

Thomas A. Hendricks, 23 East Ohio St., In- 
dianapolis, Ind., Executive Secretary, Indiana 
State Medical Assn. 

Kenneth MacDonald, Ph.D., 259-A Medical 
Laboratories, State Univ. of Iowa, Iowa 
City, Ia., Associate, Dept. of Hygiene and 
Preventive Medicine 

Catharine E. F. Miller, R.N., B.S., 400 North 
ird St., Harrisburg, Pa., General Secretary, 
Pennsylvania State Nurses’ Assn. 

Frank S. Stafford, M.S., 2536 Brookside Park- 
way, N.D., Indianapolis, Ind., Asst. Chief, 
Bureau of Health and Physical Education, 
State Board of Health 

Ora R. Wakefield, 501 Chesterfield, Nashville, 
Tenn., Health Coérdinator, Nashville School 
Health Service 

Herbert Walker, D.Ed., 249 High St., Hart- 
ford, Conn., Director, Health and Physical 
Education, Board of Education 

Helga Weigert, 70 Ashland Ave., Buffalo, 
N. Y., Buffalo Council of Social Agencies 


Public Health Nursing Section 


D. Irene Bigler, R.N., B.S., 205 W. 57th St., 
Apt. 8a, New York, N. Y., Industrial Nurs- 
ing Consultant, National Organization for 
Public Health Nursing 

Juliana T. K. Fowle, M.A., 15th & Eoff Sts., 
Wheeling, W. Va., Supervisor, American 
Red Cross Public Health Nurses 

Ann L. Graul, 39% Fair St., Oneonta, N. Y., 
District State Supervising Nurse, State 
Dept. of Health 

Frances Hillman, B.N., 102-52 62nd Drive, 
Forest Hills, N. Y., Public Health Nurse, 
New York City Dept. of Health 
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Augusta Mueller, 122 Chestnut St., Oneonta, 
N. Y., Supervising Public Health Nurse, 
State Dept. of Health 

Hazel Shortal, 4497 Pershing St., St. Louis, 
Mo., Teaching Supervisor & Codrdinator, 
St. Louis Health Div. and St. Louis Univ. 

Flores I. Smart, R.N., 99 Main St., Woon- 
socket, R. I., Supervisor, Public Health 
Nursing Assn. 

Ruth E. Stiles, R.N., 374 South St., North- 
ampton, Mass., Field Nurse, Hampden 
County Tuberculosis and Public Health 


Assn. 


Epidemiology Section 


Walter L. Arkush, B.A., Monterey County 
Hospital, P. O. Box 1611, Salinas, Calif., 
County Sanitary Inspector, Monterey 
County Health Dept. 

Robert G. Hinckley, M.D., 221 Melbourne 
S.E., Minneapolis, Minn., Asst. Professor, 
Student Health Service, Univ. of Minn. 

S. J. Phillips, M.D., P. O. Box 1138, Chapel 
Hill, N. C., Student, Univ. of North 
Carolina 

Leon Schwartz, M.D., S. E. Corner, 7th & 
Chelten Ave., Philadelphia, Pa., Student, 
School of Public Health, University of 
Pennsylvania 


Unaffiliated 


Gustave Ulloth, M.D., Ansonville, 
Student, Univ. of North Carolina 


N. Cy 


DECEASED MEMBERS 


Jose Micver Pena y Hernanvez, M.D., 
Vedado, Havana, Cuba, Elected Member 
1937. 

Emerson Mecrai, M.D., Cleveland, Ohio, 
Elected Member 1919, Elected Fellow 1924. 


NEW MEMBERS OF THE COMMITTEE ON ADMINISTRATIVE PRACTICE 


HE Executive Board of the Associa- 

tion on the nomination by Dr. Henry 
F. Vaughan of Ann Arbor, Mich., Chair- 
man of the Committee on Administra- 
tive Practice, has reappointed Dr. Haven 
Emerson of New York and H. A. Whit- 
taker of Minneapolis, Minn., for 4 year 
terms. It also appointed Dr. George H. 


Ramsey, Commissioner of Health for 


Westchester County Department of 
Health, White Plains, N. Y., for a 4 
year term and appointed George B. 
Darling, Dr.P.H., of Battle Creek, 
Mich., to complete the unexpired term 
caused by the death of W. Frank 
Walker, Dr.P.H., New York, N. Y. 
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EMPLOYMENT SERVICE 


The Association Employment Service seeks to bring to the attention of appointing officers the names of 
qualified public health personnel and to act as a clearing house on employment. This is a service of the 
Association conducted without expense to the employer or employee. 

From the registry of persons available, selected announcements are published from time to time. 
Appointing officers may obtain lists of all registrants on request. 


UNASSEMBLED EXAMINATIONS IN WEST VIRGINIA 


The Merit System Council of West Virginia, Box 873, Morgantown, has announced 
that it is expected that unassembled examinations will shortly be given for the following 
positions in the West Virginia State Health Department. 


Salary per month 


Position 


Chief of Medical Services 

Ophthalmologist 

Director of County Health Work 

Director, Maternal & Child Hygiene 
Director, Communicable Diseases 

Director, Vital Statistics 

Director, Industrial Hygiene 

Assistant Director, Maternal & Child Hygiene 
Assistant Director, Communicable Diseases (Venereal) 
Assistant Director, Tuberculosis 

Venereal Disease Consultant 

Senior Health Officer 

Junior Health Officer 

Health Officer Trainee 


Residence in West Virginia has been waived in consideration of the applications 
for these positions. However, residents of the state may be given preference in making 
appointments. Complete information may be obtained by writing to the Merit 
System Council. 


U. S. Crvm Service Commission 


The Commission has announced that applications will be received for positions as 
Senior Medical Officer ($4,600), Medical Officer ($3,800), and Associate Medical 
Officer ($3,200) for appointments in the Public Health Service, with the Food and 
Drug Administration, Veterans’ Administration, and the Indian Service. Forms for 
application may be obtained from the U. S. Civil Service Commission, Washington. 

Junior Public Health Nurse. A civil service examination for Public Health Nurse 
($2,000) has been open for some time. Nurses who have been unable to qualify for 
this examination because of the experience requirement now have an opportunity to 
qualify through a new Junior Public Health Nurse examination ($1,800) which 
requires no experience. Applications are also being received for examinations now 
open for Junior Graduate Nurse ($1,620) and Graduate Nurse for general staff duty 
($1,800). Further information and application forms may be obtained at any first or 
second class post office or from the Civil Service Commission, Washington. 


PostT1IoNs AVAILABLE 


Young woman, trained in Home Eco- 
nomics, for group contact work in behalf 
of an important commercial organization 
whose products are useful in the protec- 
tion of public health and the National 
Nutrition Program. Experience in the 
public health field or related fields is 
essential. Office in New York, some 


travel involved. Write Box H, Employ- 
ment Service, A.P.H.A. 

Southern State Department of Health 
seeks physicians qualified by training and 
experience as County Health Officers or 

as Pediatricians. Write Box B, Employ- 
ment Service, A.P.H.A. 

Western State Department of Health 
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will consider applications from physicians 
with experience and a degree in public 
health. Write Box S, Employment Serv- 
ice, A.P.H.A. 


County Public Health Nurses for New 
Mexico. Must have four months’ post- 
graduate instruction under one of the 
recognized public health nursing courses 
and one year’s experience. Must drive 
and have a car. Address inquiry to State 
Health Department, Santa Fe, N. M. 


Physician with either public health 
training or experience in local health de- 
partment administration to serve as 
health director in a county health de- 
partment in mid-western state. Salary 
$4,000 and $500 travel (flat rate). Well 


established department with offices in at- 
tractive little city of 10,000. Write Box T, 
Employment Service, A.P.H.A. 


Laboratory Director—Bacteriologist— 
$2,400. For combined hospital and health 
department laboratory with staff of 10 and 
visiting pathologist in charge of hospital 
aspects. Bacteriological experience and 
training especially desired. Opportunities 
for expanding program good. Reply 
Box G, A.P.H.A. Employment Service. 


Wanted: Trained Public Health Nurse, 
starting salary $1,500 per year and travel- 
ing expense, increase to $1,700 within 6 
months. Saginaw County Health Depart- 
ment, Saginaw, Mich. 


The State Department of Social Se- 
curity and Welfare, Crippled Children’s 
Division, of Phoenix, Ariz., has three 
vacancies to be filled. Examinations will 
soon be held for orthopedic nursing con- 
sultant, murse-physical therapist, and 
medical social worker. 

Further information may be obtained 
by writing to the Merit System Super- 
visor, Room 208, 128 North First Avenue, 
Phoenix, Arizona. 


PHysicians WANTED IN CINCINNATI 


Carl A. Wilzbach, M.D., Commissioner 
of Health of Cincinnati, has announced 
that there are vacancies for white male 
physicians, aged 23 to 50, graduates of 
recognized colleges of medicine, licensed 
to practise in Ohio, for appointment to 
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the Cincinnati Health Department. Du- 
ties include surveillance over communi- 
cable disease, infant and child welfare 
work, medical service for sick poor, epi- 
demiological surveys of communicable 
disease, examinations for work certifi- 
cates, school teachers, etc., vaccination, 
medical school inspection. Salary $2,640 
to $3,360 plus transportation allowance 
of $240 per annum. Eligible for a re- 
tirement system. Persons interested 
should communicate with Dr. Wilzbach, 
Commissioner of Health, City Hall, 
Cincinnati, Ohio. 


Pusitic HEALTH ENGINEER 


Responsible professional public health 
engineering involving field investigations 
and office studies in the application of 
sanitary measures. The more difficult 
engineering and sanitation field surveys 
include supervision over public water sup- 
plies, sewerage systems and sewage treat- 
ment plants and review of plans for same, 
and promotion and supervision of sanita- 
tion programs. Minimum qualifications: 
Training and experience equivalent to 3 
years’ civil engineering experience, includ- 
ing 2 years in public health or sanitary 
engineering; or completion of an academic 
year of graduate study and a year’s ex- 
perience in sanitary or public health 
engineering; and graduation from a col- 
lege of recognized standing with a major 
course in civil or sanitary engineering. 
The salary range is $205 to $250 per 
month depending upon experience. Apply 
Box E, Employment Service, A.P.H.A. 


Southwestern State Health Department 
seeks 2 physicians for assignment to dis- 
trict health units, to personally conduct 
several small venereal disease clinics on 
a rotating schedule. Experience pre- 
ferred but not required. Salary $3,000, 
plus actua! travel allowance not to exceed 
$1,200. Write Box V, Employment 
Service, A.P.H.A. 


Middle western city, 125,000 popula- 
tion, seeks well trained and experienced 
Health Officer on full-time, with compe- 
tence to administer a department and 
teach public health to medical students. 
Salary $5,000 to $5,500 per annum. Write 
Box K, Employment Service, A.P.H.A. 
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Posir1Ions WANTED 


ADMINISTRATIVE 


Physician, M.D. Tulane, M.P.H. Johns 
Hopkins, age 31, experienced as health 
unit director, prefers administrative posi- 
tion in the South. A488 


Physician, age 32, 5 years clinical and 
administrative experience in venereal dis- 
eases, wishes administrative position in 
venereal disease control, preferably at 
state level. A-490 


HEALTH EDUCATION 


Teacher and research worker, man, 
Ph.D., age 52. Extensive record as col- 
lege professor of biology and hygiene and 
investigator, for the past two years en- 
gaged in research. H-499 


Health Educator, Negro, man _ with 
background of High School administra- 
tion and M.S.P.H. from University of 
Michigan, seeks position in Health Edu- 
cation. Public agency or educational 
field. Excellent references. H-497 


Woman, M.S. in public health, excellent 
graduate training in education, 8 years’ 
experience as business executive (sales 
and publicity). Just completed year’s re- 
search in community education. Seeks 
good administrative position. H-496 


Health Educator, M.A. in Education, 10 
years’ background in community organi- 
zation for public health education, also 
teaching of personal and community 
health at high school and college levels. 
Public health nurse, able to teach mental 
and social hygiene as well as general 
health education. East preferred. H-498 


Health Educator. Man with M.S. in 
reventive medicine and public health. 
egro. Seeks position in Health Edu- 
cation or field work with official or non- 
official agency. H-500 


Woman with master’s degree in health 
education, 12 years’ successful experience 
in public school and college teaching, ad- 
ministration and research. Will consider 
position in normal school, public schools, 


or in official or nonofficial health agencies. 
Prefers South or East. Available at once. 
H-501 


LABORATORY 


Milk Sanitarian and Technologist, age 
37, Ph.D. Bacteriology, Wisconsin, 10 
years’ experience in milk and food sani- 
tation from industrial and official angle, 
seeks administrative position with oppor- 
tunity for research or investigational work 
preferred. 1 


Chemist, Sc.D., Biochemistry, Johns 
Hopkins University. Age 31. Public 
health laboratory experience, teaching ex- 
perience. Desires position with promise 
of advancement, preferably in commercial 
organization. 1 


SANITARY ENGINEERING 


Public Health Engineer, M.S. Harvard, 
experienced in public health and industrial! 
hygiene, wishes position of better sort in 
public health engineering or industrial 
hygiene. E-470 


Public Health Engineer, M.S. Harvard, 
with more than 10 years’ experience in- 
cluding 5 years with state division of 
sanitation, is available. E-468 


STATISTICAL 


Woman with academic, business and re- 
search experience in vital statistics, seeks 
a position in the vital statistics division 
of a state or city health department, 
preferably as registrar. S-—459 


Experienced and well trained public 
health nurse, with background of tuber- 
culosis, venereal disease, school, indus- 
trial, and generalized srevices, will shortly 
be available for appointment. Three years 
as director of state nursing service. Ex- 
perienced as university teacher of public 
health nursing. M.A., New York Uni- 
versity. M-449 
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Opportunities Available 


Advertisement 


PUBLIC HEALTH PHYSICIANS WANTED— 
(a) City physician; state capital; $300; South. 
(hb) District health physician for rural community ; 
$250-$325; public health training not required. 
(c) Ey  demniologist for appointment in large eastern 
city; physician with experience as medical admin- 
istrator in health department preferred; $3,800- 
(d) Staff appointment with social hygiene 
clinic; physician with some ral training in 
public health required; arow $3,300; Midwest. 
(e) Commissioner of materna! and child health; 
lic health or obstetrical experience required; 
4 320 (f) Physician with teaching experience, 
bility as organizer and —— speaker, for unusual 
ppointment; considerab travel involved. (g) 
enereal disease clinician; responsibility will in- 
clude supervision | of several small venereal disease 
annual income (including travel allow- 
ance) around $4,200; Southwest. (h) Assistant 
health commissioner; e health department; 
around $2, 700; Ohio. (i) Physician with minimum 
year’s training in obstetrics for special training 
course in public health obstetrics; some credit will 
be given toward American Board; $150, plus travel 
allowance. (j) Woman physician with outstanding 
ability as public speaker for appointment as lec- 
turer in state-wide cancer control program; $200, 
generous expense allowance; car furnished. PH2 
Medical Bureau (Burneice rson, 
Palmolive Building, Chicago. 


PUBLIC HEALTH NURSES — (a) 
nurse for department of maternal and h; 
around $195, plus travel allowance; d » public 
health certificate, postgraduate work stetrics or 


$4.800 


pu 
$ 
al 
V 


clinics; 


_ Advisory 


pediatrics required. (b) Educational director; mid 
western state health department; teaching back 
ground and supervisory experience, plus public 
health certificate required; $2,400. (c) Educational 
director for field training center, state health de 
partment; degree, public health certificate required; 
South. (d) Public health nurse with minimum 
year’s experience for county health appointment; 
$140-$150, travel allowance: Far West. PH2-3, 
Medical Bureau (Burneice Larson, Director) 
Palmolive Building, Chicago. 


SANITARIANS—(a) Sanitary engineer; county 
health department; about $2,500, including travelling 
expenses; Midwest. (b) Chief sanitarian; district 
health department serving popatetien of 5,000; de- 
gree, postgraduate work in public health required ; 
3-5 years’ field experience Seeirable; $2,400, plus 
trave allowance. PH2-4, Medical’ Bureau 
(Burneice Larson, Director) Palmolive Building, 


Chicago. 


BACTERIOLOGIST—Preferably one with M.D. 
or Ph.D. degree; department of pathology and 
bacteriology, university medical school; both teach- 
ing and hospital experience essential. PH2-5, 
edical Bureau (Burneice Larson, Director) 
Palmolive Building, Chicago. 


NUTRITIONAL CHEMIST—Department of bio- 
chemistry, university medical or 
experience beyond Bachelor's d required ; 
transfer later to board of health. laboratory. 
PH2-6, Medical Bureau (Burneice rson, 
Director) Palmolive Building, Chicago, 


Situations Wanted 


Advertisement 


PUBLIC HEALTH PHYSICIAN—B.S., M.D. 
degrees, eastern schools; C.P.H., Johns Hopkins; 4 
years, health commissioner, midwestern city of 
60,000; 3 years, head department of health and 
physical education, state university; 4 years, assist- 
ant commissioner, state health department. PH2-7, 
Medical Bureau (Burneice Larson, Director) 
Palmolive Building, Chicago. 


PUBLIC HEALTH NURSE—B.S. and Diploma in 
Nursing, M.S. in 1 ministration, estern 
Reserve University; several years’ experience as 
instructor; 8 years, supervisor, public health unit 


Medical 


counties. PH2-8, 
Palmolive 


consisting of five 
Larson, Director) 


Bureau (Burneice 
Building, Chicago. 


BACTERIOLOGIST-—-B.S., M.D., D.Sc. degrees, 
with majors in bacteriology; certificate in public 
health, eastern university; several years’ teaching 
experience, in bacteriology 

ecturer; now interested in 
PH2-9, Medical Bureau 


and 
public health 
Palmolive Building, 


(Burneice rson, Director) 
Chicago. 
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TOLAN COMMITTEE HEARING ON PUBLIC HEALTH 


HEARING before the Tolan Com- 

mittee of the House of Represent- 
atives (Select Committee Investigating 
National Defense Migration) was held 
in Washington on January 15. The 
panel of persons engaged in public 
health who were invited to appear in- 
cluded Reginald M. Atwater, M.D., 
Executive Secretary, American Public 
Health Association, New York, N. Y. 
(Moderator); Martha M. Eliot, M.D., 
Associate Chief, Children’s Bureau, 
Washington, D. C.; Alma Haupt, R.N., 
Nursing Consultant, Health and Medi- 
cal Committee, Federal Security Agency, 
Washington, D. C.; George H. Ramsey, 
M.D., Commissioner of Health, West- 
chester County, N. Y.; James G. 
Townsend, M.D., Director Industrial 


Hygiene Division, National Institute of 
Health, Washington, D. C.; Hunting- 
ton Williams, M.D., Commissioner of 


Health, Baltimore; Abel Wolman, 
Dr.Eng., Professor of Sanitary En- 
gineering, Johns Hopkins University, 
Baltimore. 

In presenting the panel, Dr. Atwater 
quoted a high British official who re- 
cently had said that the greatly ex- 
panded social and health services in 
England did as much to win the Battle 
of Britain as the Royal Air Force. 
British experience shows that many 
people fear loss of security in health 
and economics even more than they 
fear death by bombing. The English 
people know that, no matter what hap- 
pens to their homes as a result of air 
raids, they need not worry about their 
economic or health security. They are 
enabled to rebuild their homes through 
insurance provisions, they are able to 
feed, clothe, and shelter their families 
through the social services and give 


them medical and health services as 
well. What is lost is lost by all; what 
is saved is saved for the use of all. On 
such a foundation morale is built. 

The focus of this hearing relates to 
the part which health security can play 
in building and maintaining this morale 
in the present emergency. The mem- 
bers of this panel, representing as they 
do a variety of public health special- 
ties, have a simple message for this 
committee on which they are entirely 
agreed. 

1. We know what good health services are 
and we can supply a blueprint. 

2. Even a perfect blueprint left on paper 
will not meet the need. It is necessary to 


implement this blueprint in order to build 
public morale. 


In summary, the panel presented the 
following information: 


Health Services in War Time 

Health officers and health department 
staffs are expected always to be on duty 
to fulfil urgent needs of civil govern- 
ment. Our present state of war calls 
for a clarification of aims, some simpli- 
fication of organization, and a consid- 
erable strengthening of effort to develop 
and keep fit a nation of superior men, 
women, and children capable of an op- 
timum life within the privileges and 
duties of free peoples. 

The public health profession is al- 
ready on record as to what should be 
the minimum functions and the organi- 
zation principles for health activities. 
For the sake of the record there was 
submitted a statement of these prin- 
ciples unanimously adopted by the 
Americar. Public Health Association at 
a recent meeting. (See A.P.H.A. 
1940-1941 Year Book, pp. 43-50.) 
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Wherever these minimum functions 
now exist we believe that service must 
be maintained during the emergency. 
Wherever they do not exist we point out 
that our nation is vulnerable at that 
point and we believe these services 
must be established. 

In order to build public morale it 
must be emphasized that in every area 
of the United States and its territorial 
possessions these functions need exten- 
sion and improvement. We believe that 
it is vital here and now to translate 
those principles into militant action. 
These blueprints must be converted 
into practical programs for state, city, 
and county work, and the voluntary or- 
ganizations must take an appropriate 
place with the official agencies. 

The public health profession has a 
single aim and that is victory for the 
United Nations, and to this end we as 
a body of public servants dedicate all 
the resources of our professional and 
technical capacities. 

Any neglect or curtailment of the 
essential protection of civilian health, 
whether at home or in the factory or 
other work place, is inconsistent with 
maximum efficiency of the military 
forces and the preservation of public 
morale. 

We believe that the trained civil 
health worker is properly to be con- 
sidered indispensable to the maintenance 
of national health. We believe that 
he should be encouraged to continue at 
his regular station in civil government 
unless it is clear that the war can be 
more effectively prosecuted by his 
transfer to military service. 

In order to build sound public morale, 
those states and more limited areas 
now wholly or in large measure lack- 
ing the reality and in some instances 
even the form of responsible health 
services by trained and experienced 
health officers devoting their entire time 
to the public need, and to enforcing 
the reasonable and necessary provisions 
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of sanitary and public health law, 
should be with all speed provided with 
health officers competent to give lead- 
ership and direction, and authorized to 
spend public funds sufficient to make 
health services a reality for every unit 
of population and for every area of 
civil jurisdiction under the flag of the 
United States. 

It should be recognized that a com- 
petent modern health department com- 
prises a medical, sanitary and related 
biological and social service which en- 
joys broad authority te meet a wide 
variety of emergencies. 

We believe that at present it is 
neither politically desirable nor legally 
practical to create a fully centralized 
health authority under the federal gov- 
ernment. We believe, however, that 
ways must be found to help the health 
officer and each member of his staff to 
think of himself as conducting an essen- 
tial portion of a national project for 
the people’s health and as acting at all 
times as if he were in fact at the admin- 
istrative disposition of the Surgeon Gen- 
eral of the U. S. Public Health Service. 
We are glad to see that steps are being 
taken to expand the reserve of the 
Public Health Service, even though 
those who are commissioned may be ex- 
pected to remain in their key positions 
unless their presence elsewhere is ur- 
gently demanded through enemy ac- 
tion or through the presence of 
epidemic disease. 

We believe that, if the public will 
accept and act with vision and confi- 
dence upon the principles and policies 
here declared, victory in arms can be 
achieved without sacrifice of the con- 
tinuing and progressive health needs of 
a people devoted to the humanities of 
peace. 

This introduction was followed by 
specific testimony as to the means by 
which the technics of public health can 
be used to build public confidence and 
morale. Dr. Martha Eliot spoke of the 
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Opportunity to use maternal and child 
health services. Miss Alma Haupt 
spoke on the use of public health nursing 
and other nursing services. Dr. George 
H. Ramsey and Dr. Huntington Wil- 
liams spoke from the standpoint of 
local health officers. Dr. James G. 
Townsend spoke from the standpoint of 
industrial health and the contribution 
which can be made through the em- 
ployment by factories of adequate staffs 
for the health protection of their 
personnel. 

At the conclusion of this hearing the 
Right Honorable Malcolm Macdonald, 
High Commissioner for the British Em- 
pire to the Dominion of Canada, Ot- 
tawa, testified as to the usefulness of 
public health services in Great Britain 
during the present emergency. He em- 
phasized the wide variety of responsi- 
bilities which were thrown upon health 
personnel and indicated how some 
health jurisdictions had undergone a 
change in their programs so that much 
more than half of the time was devoted 
to emergency services rather than to the 
conventional side of public health. 

Complete testimony will become avail- 
able with the report of the-Tolan Com- 
mittee, of which Representative John 
H. Tolan of California is Chairman. 


DR. L. R. THOMPSON APPOINTED CHIEF 
INSPECTING OFFICER, U. S. PUBLIC 
HEALTH SERVICE 


R. LEWIS R. THOMPSON, Di- 

rector of the National Institute of 
Health and Assistant Surgeon General 
in charge of Scientific Research, has 
been appointed Chief Inspecting Officer 
of the U. S. Public Health Service, 
a new position established in the Office 
of the Surgeon General. 

In announcing Dr. Thompson’s ap- 
pointment, Surgeon General Thomas 
Parran stated that the personnel and 
activities of the Public Health Service 
have been greatly augmented during the 
past year to meet the demands of mili- 
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tary and civilian defense. As a result, 
it is important to consolidate, under one 
head, the field activities of the district 
offices of the Public Health Service and 
of its liaison officers in the army corps 
areas. In order to undertake these ad- 
ditional duties, Dr. Thompson is relin- 
quishing his post at the Institute at his 
own request. 

Dr. Thompson, who is a native of 
Indiana, was born in 1883, received his 
medical degree at Louisville Medical 
College in 1905, and entered the Public 
Health Service in 1910. During much 
of his career he was closely associated 
with the late Dr. Wade Hampton Frost 
in epidemiological studies. As a part of 
his duty Dr. Thompsor has served in 
the Philippine Islands; he was the first 
Chief of the newly established office oi 
Industrial Hygiene Investigation in 
1921, and since 1930 has been Assistant 
Surgeon General in charge of the Divi- 
sion of Scientific Research. 

While in charge of this division the 
separate offices of cancer research, child 
hygiene, goiter investigation, industrial 
hygiene, malaria investigations, milk in- 
vestigations, nutritional research, sewage 
disposal, stream pollution, undulant 
fever, and statistical studies have come 
under his supervision, as well as the 
National Institute of Health. During 
his administration the National Institute 
of Health was reorganized into eight 
divisions and there has been initiated 2 
federally supported cancer research pro- 
gram and the National Cancer Institute. 
The Division of Chemotherapy was 
added to the Institute in 1940. During 
this period also the headquarters of the 
Institute were transferred to a group of 
new buildings at Bethesda, Md. 


DR. ROLLO E. DYER APPOINTED DIRECTOR 
OF NATIONAL INSTITUTE OF HEALTH 
February 1, 1942, as 

announced by Dr. Thomas Parran, 
Surgeon General of the U. S. Public 
Health Service, Dr. Rollo E. Dyer, 
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Assistant Director of the Institute, has 
been appointed Assistant Surgeon Gen- 
eral in charge of the Division of Scien- 
tic Research of the Public Health 
Service and as Director of the National 
Institute of Health, succeeding Dr. 
Lewis R. Thompson who has been ap- 
pointed Chief Inspecting Officer of the 
U. S. Public Health Service. 

Dr. Dyer, who is a native of Ohio, 
was born in 1886. He is a graduate in 
medicine from the University of Texas 
in 1915 and, following his internship, 
he was commissioned in the Public 
Health Service. 

Since 1921 Dr. Dyer has been de- 
tailed to the National Institute of 
Health (formerly the Hygienic Labora- 


tory) and he has been closely identified’ 


with the late Dr. Joseph Goldberger 
and Dr. George W. McCoy. Since 1937 
he has been Chief of the Division of 
Infectious Diseases at the Institute. In 
addition to studies on streptococcal in- 
fections, especially scarlet fever, he has 
made contributions to the knowledge of 
the rickettsial infections, notably typhus 
fever. He first identified the virus of 
typhus fever in rat fleas taken from 
houses where cases of endemic typhus 
were occurring, thus demonstrating that 
the body louse is not the only insect 
vector of typhus infection. 


CHANGES IN PUBLIC HEALTH COURSES 
AT MASSACHUSETTS INSTITUTE 
OF TECHNOLOGY 


TS Massachusetts Institute of 
Technology has announced a change 
in its program of professional training 
in public health to become effective 
June 30, 1944. After that time the pub- 
lic health program will be restricted to 
the training of public health engineers 
and food technologists. This change 
recognizes the increased importance of 
the medical and social sciences in the 
training of many types of public health 
workers, which makes the university 
better adapted than a technical school 
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for the development of a broad program 
of public health training. 

The difficulties which the Institute 
faces in financing and developing public 
health work do not apply in the develop- 
ment of biophysics, biochemistry, and 
biotechnology. This work is already ex- 
panding under the leadership of Dr. 
Francis O. Schmitt with the help of a 
$200,000 grant from the Rockefeller 
Foundation and a special grant of 
$70,000 from the same source to set up 
an electron microscope center. Begin- 
ning next July this program and the 
work in food technology will be ad- 
ministered as a Department of Biology 
and Biological Engineering. 

The present program in public health 
and public health engineering will con- 
tinue for 2 years as a separate Depart- 
ment of Public Health, but only such 
undergraduate and graduate students 
will be admitted as may reasonably be 
expected to qualify for a degree within 
that period. Subsequently the Institute 
will offer public health subjects only in 
public health engineering, in food tech- 
nology, and as electives. Dr. Clair E. 
Turner, who retires as Professor Emeri- 
tus in 1944 after thirty years of service 
at M. I. T., has been appointed to head 
the separate Department of Public 
Health, beginning July 1. 


UNIVERSITY OF MINNESOTA FELLOW- 
SHIPS 1942-1943 


E University of Minnesota as 
announced a number of in-service 
fellowships in Public Administration for 
the academic year 1942-1943. The 
period of training for in-service fellows 
will extend through the fall, winter, and 
spring quarters and for the first term 
of the summer session. Individual 
courses of study will be planned for 
each student, depending upon previous 
preparation, personal interests, and the 
requirements of public service. These 
in-service fellowships will carry sti- 
pends varying in amount from $1,000 
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to $1,500 a year, depending upon the 
student’s experience, his present salary, 
and the number of his dependents. 

Applicants for these fellowships must 
be citizens of the United States, not 
over 35 years of age, graduates of rec- 
ognized universities and colleges, and 
must qualify for admission to the Grad- 
uate School of the University of Minne- 
sota. They must have had not less 
than 3 years of experience in public 
service, preferably in a position involv- 
ing some administrative responsibility. 
Each applicant must be endorsed by his 
governmental employer, and he should 
secure promise of a leave of absence 
for the duration of his fellowship year. 

Applications must be submitted not 
later than April 1, 1942. Appointments 
will be announced May 15 or as soon 
thereafter as possible. Requests for 
application blanks and for further in- 
formation should be addressed to the 
Secretary of the Committee on Training 
for Public Administration, 13 Univer- 
sity Library, University of Minnesota, 
Minneapolis, Minn. 


ADVISORY BOARD ON SANITARY AND 
PUBLIC HEALTH ENGINEERING 


a Office of Civilian Defense, 
Washington, D. C., has announced 
that the members of the National Tech- 
nological Civil Protection Committee, 
appointed by the Secretary of War in 
January, 1941, have agreed to act also 
as an Advisory Board on Sanitary and 
Public Health Engineering to the Med- 
ical Division of the Office of Civilian 
Defense. The committee, representa- 
tive of engineering and related societies, 
includes: 


Walter D. Binger, New York, N. Y., American 
Society of Civil Engineers, Chairman 

W. H. Carrier, Syracuse, N. Y., American 
Society of Heating and Ventilating Engineers 

Frederick G. Frost, New York, N. Y., Ameri- 
can Institute of Architects 

E. M. Hastings, Richmond, Va., American 
Railway Engineering Association 


Harry E. Jordan, New York, N. Y., American 
Water Works Association 

W. Cullen Morris, New York, N. Y., American 
Gas Association 

John C. Parker, New York, N. Y., American 
Institute of Electrical Engineers 

Arthur B. Ray, New York, N. Y., American 
Institute of Chemical Engineers 

Scott Turner, New York, N. Y., American In- 
stitute of Mining and Metallurgical En- 
gineers 

James L. Walsh, New York, N. Y., American 
Society of Mechanical Engineers 

Abel Wolman, Baltimore, Md., American Pub- 
lic Health Association 


The Office of Civilian Defense will 
have a contact member on this com- 
mittee as does the War Department. 
Ralph E. Tarbett, Senior Sanitary En- 
gineer, U. S. Public Health Service, who 
has been assigned as Chief Sanitary 
Engineer of the Medical Division of the 
Office of Civilian Defense with head- 
quarters in the Washington office, will 
be the contact member for the Office of 
Civilian Defense. 

Regional Sanitary Engineers are be- 
ing appointed by the Medical Division 
of the Office of Civilian Defense to work 
through state defense councils with state 
health departments in planning defense 
against belligerent action. Most im- 
portant of their immediate duties will 
be to promote development of protective 
measures for public water supplies, 
which may be subject to destructive 
enemy action. The engineers will also 
consult with health authorities on such 
matters as emergency maintenance of 
sewerage, sanitary facilities, garbage 
disposal, protection of food and milk 
supplies in the event of a disaster. 

Two regional sanitary engineers are 
already on duty. Gordon E. McCal- 
lum, sanitary engineer, U. S. Public 
Health Service, has been commissioned 
in the Public Health Service Reserve 
and assigned to the Third Civilian De- 
fense Region (Pennsylvania, Maryland, 
District of Columbia and Virginia) 
plus West Virginia and Ohio. Mr. 
McCallum is stationed in Washington. 


+ 
* 


NEWS FROM 


John H. Brewster, at various times 
sanitary engineer for the American 
Waterworks and Electric Company and 
for the New York and Indiana State 
Health Departments, and recently a 
private consultant in Troy, N. Y., has 
also been appointed a sanitary engineer 
in the Reserve of the Public Health 
Service and assigned to the First and 
Second Regions (New York, New 
Jersey, Delaware and the New England 
States). 


NEW RADIO HEALTH CAMPAIGN 


Ta Federal Security Agency, the 
U.S. Public Health Service, and the 
U. S. Department of Agriculture are 
codperating with the Women’s National 
Emergency Committee and the Na- 
tional Broadcasting Company in pre- 
senting the new winter series of “ Listen 
America,” the coast to coast radio cam- 
paign for better national health, which 
opened on November 23. Included on 
the premier program was Dr. William 
Henry Sebrell, Jr., of the Federal 
Security Agency, Washington, D. C. 


NEW YORK STATE DEPARTMENT 
OF HEALTH 


MONG recent changes in the staff 
of the New York State Depart- 
ment of Health are the following: 


Thomas D. Dublin, M.D., Dr.P.H., 
has been appointed Epidemiologist in 
the Division of Communicable Diseases. 

Robert F. Korns, M.D., Dr.P.H., has 
been transferred from the position of 
Assistant District Health Officer in the 
Amsterdam District and has been ap- 
pointed Epidemiologist in the Division 
of Communicable Diseases. 

The following have been appointed 
Assistant District Health Officers and 
are assigned to the Districts indicated: 


Theodore S. Drachman, M.D., New York, 
N. Y. 

Earle H. Harris, M.D., M.P.H., Geneva 

Berwyn F. Mattison, M.D., Albany office 


THE FIELD 231 


Terry S. Montague, Gouverneur 

Louis Platt, M.D., M.S P.H., Middletown 
Arthur M. Rubin, M.D., Buffalo 
Edward R. Schlesinger, M.D., Syracuse 


NEW JERSEY HEALTH AND SANITARY 
ASSOCIATION 


HE following officers were elected at 
the Annual Meeting of the New 
Jersey Health and Sanitary Association 
on December 5, 1941: 
President: H. F. Kilander, Ph.D., Glen Ridge 
First Vice-President: Joseph H. Kler, M.D., 
New Brunswick 
Second Vice-President: M. Warren Cowles, 
New Milford 
Third Vice-President : C. Byron Blaisdell, M.D., 
Long Branch. 


Dr. John L. Rice, who spoke at the 
annual meeting luncheon, delivered a 
paper on “ Changing Trends in Public 
Health.” 


HEALTH IN HOME AND NATIONAL 
DEFENSE 


— theme of a conference sponsored 


by the Florida State-wide Public 
Health Committee in Orlando, Fla., on 
January 16-17, 1942, was “ Health in 
Home and National Defense.” 

The guests of honor were: Thomas 
Parran, M.D., Surgeon General of the 
U. S. Public Heaith Service, and Mrs. 
Spessard L. Holland, wife of the Gov- 
ernor of Florida. There were many 
speakers from outside the state includ- 
ing: Carl E. Buck, Dr.P.H., and Ben- 
jamin G. Horning, M.D., Field Director 
and Associate Field Director re- 
spectively of the American Public 
Health Association; James A. Crab- 
tree, M.D., Executive Secretary, Health 
and Medical Committee, Federal Se- 
curity Agency; John A. Ferrell, M.D., 
Associate Director, International Health 
Division, Rockefeller Foundation; Ruth 
O. Blakeslee, Merit System Consultant, 
U. S. Children’s Bureau; and, Harry 
E. Handley, M.D., Assistant Di- 
rector, Division of Public Health, The 
Commonwealth Fund. 
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PERSONALS 


Central States 


Joun A. Carswett, M.D., D.P.H.,7 
who has been employed with the Wis- 
consin Anti-Tuberculosis Association, 
Milwaukee, has been appointed 
Deputy Commissioner and Director 
of the Division of Maternal and Child 
Health of the Peoria, Ill., Depart- 
ment of Health, effective February 1. 
He will be associated there with S. M. 
Miter, M.D.,¢ Commissioner of 
Health, replacing JosepH H. KInNa- 
MAN, M.D., M.P.H.,* who has be- 
come Health Officer of New Rochelle, 

Hartey F. FLANNIGAN, M.D., La- 
grange, Ind., has been named Health 
Commissioner of Lagrange County, 
succeeding Dr. FRANK Morse 
NicHots, Topeka, resigned. 

Greorce F. Forster, M.D.} Assistant 
Chief of the Division of Laboratories 
in the Illinois Department of Public 
Health, Chicago, has been appointed 
Associate Professor of Bacteriology in 
Loyola University School of Medi- 
cine. 

Bruno GeBHarD, M.D.,* Director of 
the Cleveland Museum of Health and 
Hygiene, has been invited by Dr. 
ANGEL DE LA Garza Brito, Dean of 
the School of Public Health and Hy- 
giene, Mexico, to visit Mexico City to 
confer with local authorities on the 
establishment of a health museum. 

Currrorp H. Greve, Statistician of the 
Division of Venereal Disease with the 
Michigan Department of Health, has 
been granted a leave of absence. He 
has been called to active duty as a 

' First Lieutenant, Medical Adminis- 
trative Corps, United States Army, 
and is stationed at Michigan Selective 
Service Headquarters, Lansing, Mich. 

The Governor of Illinois recently ap- 

pointed the following to the Board of 


* Fellow A.P.H.A. 
+ Member A.P.H.A. 


Feb., 1942 


Public Health Advisers in the State 
Department of Health: Drs. WaLtrer 
D. STEVENSON of Quincy, RayMonp 
W. McNeaty, JAmes H. Hutton 
and RosBert S. BercHorr, Chairman, 
all of Chicago. Dr. Ciirrorp U. 
CoLLins, Peoria, was reappointed to 
the board, which serves in an ad- 
visory capacity to the State Director 
of Public Health. 


Eastern States 
Peter F. Harrincton, M.D., Provi- 
dence, R. I., has been appointed 
Director of a new Division of Tuber- 
culosis Control in the Providence 
Health Department. 


Southern States 

Miriam E. Brattey, M.D.,7 Associate 
in Epidemiology, Johns Hopkins Uni- 
versity School of Hygiene and Public 
Health, Baltimore, Md., has been ap- 
pointed Director of the Bureau of 
Tuberculosis of the City Health De- 
partment. 

Cuester A. Hicks, M.D.,~ Cochran, 
Tenn., formerly with the Georgia 
State Department of Health, has been 
placed in charge of Carter-Unicoi- 
Johnson Counties Health Unit, Eliza- 
bethton. 

Cart A. Nau, M.D.,* formerly Director 
of the Texas Division of Industrial 
Hygiene, is now Professor of Physi- 
ology and Preventive Medicine and 
head of the Department, University 
of Texas School of Medicine, Galves- 
ton. 

ARDZROONY PACKCHANIAN, M.D.,7 who 
has been with the National Institute 
of Health, U. S. Public Health Serv- 
ice, Washington, D. C., has accepted 
Associate Professorship in Bacteri- 
ology and Tropical Medicine, Depart- 
ment of Preventive Medicine and 
Public Health, Medical School, Uni- 
versity of Texas, Galveston. 

Derric C. PaRMENTER, M.D., Tupelo, 
Miss., has succeeded Dr. THomas L. 
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Harvey as Head of the Dyer County 
Health Department, Dyersburg, Tenn. 

L. Puiturs, M.D., Center- 
ville, Tenn., Director of the Hickman 
County Health Department, has been 
named Registrar of Vital Statistics 
for the County. 

RayMonpD H. Runp, M.D., Mount Ver- 
non, Mo., has been named Medical 
Director and Superintendent of the 
Peoria, Ill., County Tuberculosis 
Sanatorium District, with offices in 
Peoria, succeeding Dr. Davm F. 
LoEwEN,} Decatur, Ill. Dr. Loewen 
will occupy a similar position at the 
Macon County Tuberculosis Sana- 
torium District. 


Western States 
Tueopore G. LatHrop, M.D., of White 
Salmon, Wash., has been appointed 
Acting Health Officer of Klickitat 
County. 
RayMonD Perry, M.D.,7 Pasco, 


Wash., was recently appointed Direc- 
tor of the Sevier County Department 
of Health, Tenn., succeeding Dr. 
LaMAR A. Byers, Sevierville, who is 
studying at Johns Hopkins Uni- 
versity. 


DEATH 
Lioyp Henry SarcuHet, M.D., of Well- 
ington, Kan., City and County Health 
Officer, died on November 14. 


+ Member A.P.H.A. 


CONFERENCES AND DATES 


American Academy of Pediatrics—Region I. 
Hotel Bellevue-Stratford, Philadelphia, Pa. 
April 1-3. 

American Academy of Political & Social 
Science. Philadelphia, Pa. April 10-11. 
American Association for Social Security. New 

York, N. Y. April 10-11. 

American Association of Anatomists. Hotel 
Commodore, New York, N. Y. April 1-3. 

American Association of Industrial Physicians 
and Surgeons. Gibson Hotel, Cincinnati, 
Ohio. April 13-17. 

American Association of Orthodontists. New 
Orleans, La. March 16-19. 
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American Association of School Administra- 
tors. San Francisco, Calif. February 21-26. 

American Association of Social Workers-— 
Delegate Conference. New Orleans, La. 
May. 

American College of Physicians. Public Audi- 
torium. St. Paul, Minn. April 20-24. 

American Congress on Obstetrics and Gyne- 
cology. Municipal Auditorium, St. Louis, 
Mo. April 6-10. 

American Home Economics Association. Bos- 
ton, Mass. June 21-25. 

American Library Association. 
Wis. June 22-28. 

American Medical Association. Convention 
Hall, Atlantic City, N. J. June 8-12. 

American Orthopsychiatric Association—Nine- 
teenth Annual Meeting. Hotel Statler, 
Detroit, Mich. February 19-21. 

American Psychiatric Association. 
Statler, Boston, Mass. May 18-22. 

American Public Health Association—7\1st 
Annual Meeting. Headquarters, Municipal 
Auditorium, St. Louis, Mo. October 27-30. 

American Society of Civil Engineers—Spring 
Meeting, New Orleans, La. April. Summer 
Meeting, Spokane, Wash. July. 

American Society of Planning Officials—Joint 
Conference with National Conference on 
Planning. Indianapolis, Ind. May 24-28 
(tentative). 

American Water Works Association— 

Indiana Section—Purdue Memorial Build- 
ing, Lafayette, Ind. April 9-10. 

Canadian Section—General Brock Hotel, 
Niagara Falls, Ontario, Canada, April 15- 
17. 

Southeastern Section. Savannah, Ga. April 
20-22. 

New York Section. 
April 30-May 1. 

Pacific Northwest Section—Marcus Whit- 
man Hotel, Walla Walla, Wash. May 7-9. 

Ohio Section. Toledo, Ohio. May 15-16. 

Annual Convention— The Stevens Hotel, 
Chicago, Ill. June 21-25. 

Institute of Food Technologists. Minneapolis, 
Minn. June 15-17. 

National Association of County Officials. 
Hollywood, Calif. May 20-23. 

National Association of Housing Officials. Los 
Angeles, Calif. June 10-13. 

National Conference of Social Work. New 
Orleans, La. May 10-16. 

National Council of State and Local Public 
Welfare Administrators. May. 

National Education Association. Denver, Colo. 
June 28-July 2. 

National Gastroenterological Association. Bilt- 
more Hotel, New York, N. Y. June 3-6 


Milwaukee, 


Hotel 


Niagara Falls, N. Y. 
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National Institute of Social Sciences. New 
York, N. Y. February 6. 

National Organization for Public Health Nurs- N OW | Oo DI N E 
ing. Biennial Convention. Palmer House, 


Stevens i. The Coliseum, Chicago, D ATA AVAI L ABL E 


New England Public Health Institute. Provi- 


dence, R. I. April 21-23. 
National Tuberculosis Association—38th An- A valuable reference 


nual Meeting, held jointly with American guide written espe. 
Trudeau Society—37th Annual Meeting, and t 

National Conference of Tuberculosis Secre- ~— for physicians 
taries—20th Annual Meeting, Hotel Belle- a nurses is now 
vue-Stratford, Philadelphia, Pa. May 6-9. available. Gives rec. 


Smoke Prevention Association. Cleveland, ommended Iodine 
pecial Libraries Association. s Angeles, 
Cult. Jou 3-4 disinfection, first aid uses, etc. 
Be sure to get your copy of this 
treatise. Address Dept. G-2. 


Canada 


Canadian Federation of Mayors and Munici- o 
palities, Ottawa, Ontario. Probably April. 


Canadian Medical Association. Jasper Park 


Lodge. Jasper Park, Alberta, Sask. June ODINE EDUCATIONAL BUREAU INC 
’ 


15-19. 


Canadian Public Health Association. Royal 120 Broadway e -« New York, N Y. 


York Hotel, Toronto, Ont. June. 
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